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University of Turku, Faculty of Medicine, Department of Nursing Science, Doctoral 
Programme in Nursing Science 
 
Annales Universitatis Turkuensis 
Turku, Finland, 2016 
 
ABSTRACT 
Nonadherence to treatment is a worldwide problem among people with severe mental 
disorders. Patient treatment adherence may be supported with simple reminding methods 
e.g. text message reminders. However, there is limited evidence of its benefits. 
Intervention evaluation is essential in mHealth research. Therefore, this evaluative study 
was conducted. 
This study aimed to evaluate text message reminder use in encouraging patients’ 
treatment adherence among people with antipsychotic medication. The data were 
collected between September 2011 and December 2013.  
First, a systematic literature review revealed that text message reminders were widely 
used in healthcare. However, its impacts were conflicting. Second, a sub-sample (n = 
562) analysis showed that patients preferred humorous text message reminders and 
preferred to receive them in the morning, at the beginning of the week. Age, gender and 
marital status seemed to have different effects on the preferred amount and timing of the 
selected reminders. Third, a cross-sectional survey revealed that people with 
antipsychotic medication (n = 408) expressed overall satisfaction towards the reminder 
system. Finally, the evaluative design showed that patient recruitment for a randomised 
controlled trial concerning people with antipsychotic medication was challenging due to 
low rates of eligible participants. Follow-up drop-out rates varied depending on the data 
collection method. Participants’ demographic characteristics were associated with the 
risk of dropping out from the trial. 
This study suggests that text messages are a potential reminder system in healthcare 
services among people with antipsychotic medication. More research is needed to gain 
a comprehensive picture of the impacts and effectiveness of text message reminders. 
Keywords: mobile phone, text message reminder, antipsychotic medication, severe 
mental disorder, evaluative study  
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TIIVISTELMÄ 
Huono hoitoon sitoutuminen on maailmanlaajuinen ongelma ihmisillä, joilla on vakava 
mielenterveyshäiriö. Hoitoon sitoutumista voidaan kuitenkin tukea yksinkertaisilla 
muistutusmenetelmillä, kuten tekstiviesteillä. Tekstiviestimuistutusten hyödyistä 
antipsykoosilääkitystä käyttävän potilaan hoitoon sitoutumisen tukemisessa tiedetään 
kuitenkin vain vähän. Interventioiden arviointi on olennainen osa mobiiliterveyden 
tutkimusta. Tästä syystä tämä arviointitutkimus toteutettiin. Tutkimuksen tarkoituksena 
oli arvioida tekstiviestimuistutusten käyttöä antipsykoosilääkitystä käyttävän potilaan 
hoitoon sitoutumisen tukemisessa. Aineisto kerättiin syyskuun 2011 ja joulukuun 2013 
välillä. 
Ensiksi, systemaattinen kirjallisuuskatsaus osoitti, että tekstiviestimuistutuksia 
käytetään laajasti terveydenhuollossa. Tulokset tekstiviestimuistutusten hyödyistä olivat 
kuitenkin ristiriitaiset. Toiseksi, osajoukon (n = 562) analyysi osoitti, että osallistujat 
pitivät humoristisista tekstiviestimuistutuksista ja halusivat vastaanottaa ne aamuisin 
alkuviikosta. Osallistujien iällä, sukupuolella ja siviilisäädyllä näytti olevan yhteys 
potilaiden valitsemien tekstiviestien määrään ja siihen, mihin aikaan osallistujat 
halusivat vastaanottaa viestejä. Kolmanneksi, kyselytutkimus toi esille, että anti-
psykoosilääkitystä käyttävät potilaat (n = 408) olivat yleisesti tyytyväisiä saamaansa 
tekstiviestipalveluun. Lopuksi, arviointitutkimuksen mukaan antipsykoosilääkityksen 
omaavien potilaiden rekrytoiminen randomoituun kontrolloituun tutkimukseen oli 
haasteellista johtuen muun muassa sisäänottokriteerit täyttävien potilaiden vähäisestä 
määrästä. Tutkimuksen keskeyttäneiden osallistujien määrä vaihteli riippuen seuranta-
aineiston keruuseen käytetystä menetelmästä. Osallistujien taustatekijät olivat 
yhteydessä riskiin keskeyttää tutkimus. 
Tutkimuksen mukaan tekstiviestit ovat mahdollinen muistutusjärjestelmä terveyden-
huollossa antipsykoosilääkitystä käyttävien potilaiden keskuudessa. Lisää tutkimusta 
tarvitaan luomaan yhtenäinen käsitys tekstiviestimuistutusten hyödyistä ja vaikutta-
vuudesta.  
Avainsanat: matkapuhelin, tekstiviestimuistutus, antipsykoottinen lääkitys, vakava 
mielenterveyshäiriö, arviointitutkimus   
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1. INTRODUCTION 
Severe mental disorder is a major problem around the world (WHO 2015a). An 
estimated 13% of the global disease burden has been attributed to depression, alcohol 
use disorders and psychosis such as schizophrenia and bipolar affective disorder (Collins 
et al. 2011). Severe mental disorders cause challenges for the patients themselves, their 
families and caregivers, stigmatization and social exclusion (FEAM 2010). Severe 
mental disorders are also the main cause of disability and early retirement (De Hert et 
al. 2011, WHO 2015b). It has been estimated that 5% of the working-age population is 
affected by a severe mental disorder (OECD 2014a). The economic burden of severe 
mental disorders on society consists of direct costs (i.e. expenses on treatment) and 
indirect costs (e.g. a loss in productivity, increased social care and impacts of increased 
crime rates) (FEAM 2010). About 350 million people are affected by depression, about 
60 million people are affected by bipolar affective disorder and 21 million people have 
schizophrenia worldwide (WHO 2015a). These numbers may be lower than the actual 
amount, due to a lack of standardised indicators and incomplete reporting (Baxter et al. 
2013).  
In Finland, the amount of severe mental disorders has not increased during the 21st 
century, but differences between social groups exist in mortality and mental health 
(Ministry of Social Affairs and Health 2013). In 2013, about two-thirds (69%) of people 
with severe mental disorders took an antipsychotic medication at some stage in their care 
(National Institute for Health and Welfare 2015). That year, the medicine costs for severe 
mental disorders (special refunded) totaled over 73 million euros (The Social Insurance 
Institution of Finland 2014). At the same time, nearly 110 000 people (48% of all 
disability pension recipients) retired, due to mental health disorders (47% of these were 
male) (Finnish Centre for Pensions 2015). There is clear geographic variation of 
prevalence of psychotic disorders in Finland; psychoses are more common in Northern 
and Eastern Finland than in Southwest Finland (Perälä et al. 2008). 
Nonadherence to treatment is a major problem among people with severe mental 
disorders (WHO 2003, Haddad et al. 2014). Their daily routines are also often disturbed 
(Harvey & Strassnig 2012). About 50% of people with severe mental disorder do not 
adhere to the medication or treatment prescribed (Klingberg et al. 2008, Schennach et 
al. 2012). This may lead to worsening symptoms (Sajatovic et al. 2006), poor social 
functioning and droping out of clinical appointments (Killaspy 2006), thus, increasing 
the risk of rehospitalization (Haddad et al. 2014). Moreover, difficulties in daily living 
skills, such as medication management or basic hygiene, may worsen patients’ treatment 
adherence (Harvey et al. 2007).  
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It is possible to support patient treatment adherence among people with severe mental 
disorders (Thornicroft & Tansella 2003, Priebe et al. 2005). Therefore, more emphasis 
should be put on evaluating possible methods of improving their treatment adherence. 
Patients’ preferences and feedback should be evaluated and their experiences should be 
considered when planning their treatment and health care services (Tandon et al. 2006, 
Daker-White & Rogers 2013, NICE 2014). 
Recently, information and communication technologies (ICT), especially mobile Health 
(mHealth) technologies, have been recommended in various policy papers and 
guidelines (e.g. European Commission 2012, 2014, IMHSC 2015) and used in various 
contexts in healthcare (Klasnja & Pratt 2012). mHealth uses mobile phones and other 
wireless technologies for healthcare delivery and health research (WHO 2011a, HIMSS 
2012). mHealth interventions can offer health care sciences, especially nursing, new 
insights into health promotion and health care delivery (Moore et al. 2015). The 
popularity of mHealth is evident, and short message service (SMS) is the most frequently 
used device to support treatment adherence among patients with chronic diseases 
(Hamine et al. 2015). Moreover, simple prompts, such as text message reminders, may 
encourage patient adherence to chronic medication in the short term (Vervloet et al. 
2012), appointment attendance (Car et al. 2012), and patient self-management (de Jongh 
et al. 2012). Text message reminders as well as other mHealth interventions are used as 
behavioural intervention technologies (Mohr et al. 2014). 
There is a lack of a coherent picture of which patient groups have been focused on and 
how text message reminders have been used in healthcare. Therefore, a systematic 
literature review was conducted to synthesise the information accumulated in the area of 
text message reminders use. Although the popularity of mHealth is evident (Hamine et 
al. 2015), there are discrepancies about its impacts (Farrington et al. 2014, Hamine et al. 
2015). There is a shortage of studies focusing on people with severe mental disorders. 
Therefore, more evaluation of text message reminders used in psychiatric outpatient care 
is needed, since evaluation of interventions is a key concept of mHealth research (Ben-
Zeev et al. 2015). However, conducting research with people with mental health 
problems may raise practical challenges (McCauley-Elsom et al. 2009). Patient 
recruitment may be a problem (Callard et al. 2014), and a relative proportion of 
participants tend to drop out from studies before completion in technology-based trials 
(Eysenbach 2005). It is important to study factors associated with engagement of text 
message-based intervention among people with severe mental disorders, to ensure the 
applicability of the data in clinical practice and to deeper understand what makes people 
adopt with these interventions (Price et al. 2012). Therefore, greater awareness is needed 
to understand the rates of attrition of these interventions (Price et al. 2012), since it may 
give hints for real-life implementation problems  (Eysenbach 2005).  
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There has been a paucity of theories addressing the design and implementation of 
behavioural intervention technologies (Mohr et al. 2014), and therefore, the Behavioral 
Intervention Technology Model was developed (Mohr et al. 2014, Mohr et al. 2015). To 
form a concise picture of the evaluation of mobile telephone text message reminders use 
among patients with antipsychotic medication, the Behavioral Intervention Technology 
model was followed in this study. 
The overall aim of this study was to evaluate the use of text message reminders in 
encouraging patient treatment adherence among people with antipsychotic medication. 
To achieve this goal, a four-phase study was conducted. First, a systematic literature 
review was carried out to provide an overall perception of text message reminder use in 
health care settings and to gain knowledge of what is already known about its use among 
people with severe mental disorders. Second, to evaluate a text message reminder system 
among people with severe mental disorder, patient preferences were explored. Third, 
patient feedback was studied to gain a deeper understanding about their perceptions 
regarding text message reminders. Finally, to further this understanding, an evaluative 
study was conducted to examine patient recruitment and attrition from an effectiveness 
study focusing on text message-based intervention. The target group of the study 
consisted of outpatients with antipsychotic medication (recruited from inpatient 
psychiatric care) and who were willing to participate.  
This study is part of the Mobile.Net trial (ISRCTN: 27704027), which aimed to assess 
the effectiveness of text message reminders in improving treatment adherence among 
people with psychosis (Välimäki et al. 2012). Text message reminders were developed 
specifically for the Mobile.Net trial, and this doctoral study comprises the evaluation of 
the text message system.  
This study was conducted in the discipline of nursing science. Patient in this study 
represents people with severe mental disorders with antipsychotic medication (De Hert 
et al. 2011). Health is related to an individual’s ability to adapt and self-manage, and 
comprising three domains of health as follows: physical, mental and social health (Huber 
et al. 2011). Good mental health enables people to live normal lives, work and integrate 
into the community (WHO 2012). This everyday functioning, however, may be impaired 
among people with severe mental disorders (Harvey & Strassnig 2012, Świtaj et al. 
2012). Nursing encompasses the promotion of individuals’ health and care of the 
mentally ill. Moreover, it is understood as advocacy in the care of individuals, promotion 
of safe environments, research, participation in decision making in health policies, 
management and education (International Council of Nurses 2002). Environment is 
understood as psychiatric outpatient care in Finland, which aims to support patients’ 
independent coping (Mental Health Act 1116/1190). 
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2. OVERVIEW OF THE LITERATURE 
2.1 People with severe mental disorders 
Severe mental disorder usually refers to illnesses where psychosis appears (Abbas 2015). 
However, there is no universal definition of severe mental disorder (Parabiaghi et al. 
2006, Abbas 2015), and operationalisation and the classification of mental disorders vary 
according to different classification systems (Canino & Alegría 2008). Severe mental 
disorders may be defined as three- or two-dimensional. The three-dimensional definition 
is described as follows: 1) diagnosis of psychosis, 2) treatment duration over two years 
and 3) dysfunction (Ruggeri et al. 2000, Parabiaghi et al. 2006). Diagnosis of psychosis 
is based on the ICD-10 Classification of Mental and Behavioural Disorders (WHO 
1993), and it usually refers to schizophrenia, bipolar disorder and severe depression (De 
Hert et al. 2011). Duration of treatment is defined as the time period between a person’s 
first contact with psychiatric services and the current treatment event (Ruggeri et al. 
2000). Dysfunction is based on an assessment with Global Assessment of Functioning 
(GAF scale) (Endicott et al. 1976). A GAF score ≤ 50 (scale 1–100) indicates severe 
dysfunction (Ruggeri et al. 2000). For this study, the two-dimensional definition of 
severe mental disorder (2D definition) suggested by Ruggeri and colleagues (2000) was 
adopted. The 2D definition is preferable to the three-dimensional definition, since it is 
based on duration (service contact ≥ 2 years) and functioning criteria (any mental 
disorder, GAF ≤ 50). (Ruggeri et al. 2000, Parabiaghi et al. 2006.) 
Several symptoms are associated with severe mental disorders, such as schizophrenia, 
bipolar disorders or severe depression (De Hert et al. 2011, Gaebel & Zieslasek 2015). 
Symptoms of schizophrenia can be categorised as positive symptoms (such as 
hallucinations, delusions, thought or movement disorders) (Fresán et al. 2005), negative 
symptoms (such as anhedonia, apathy, alogia, withdrawal) (Mueser & McGurk 2004) or 
cognitive symptoms (such as distortions in thinking, working memory, perceptions and 
language, or trouble in paying attention) (Trivedi 2006, Insel 2010). Symptoms of 
bipolar disorder include variation in intense emotional states (manic episode or 
depressive episode), and drastic changes in activity, sleep or behaviour (Benazzi 2007). 
Symptoms of severe depression include, for example, angry outbursts, feelings of 
sadness, sleep disturbances, a loss of interest or loss of pleasure, and trouble thinking or 
concentrating (NIMH 2011). The symptoms of these severe mental disorders are 
commonly related to disturbed thoughts, perceptions, emotions and behaviour, and 
troubled social relationships with other people (WHO 2015a). Symptoms are chronic or 
long-lasting, leading to dysfunction in most areas of life (Świtaj et al. 2012). 
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Lifelong disability is often connected with severe mental disorders (Świtaj et al. 2012), 
and results from a cascade of multiple effects (Harvey & Strassnig 2012). Cognitive 
impairment may lead to problems with social and occupational functioning (Mueser & 
McGurk 2004, Harvey & Strassnig 2012). Often, people with severe mental disorders 
are socially isolated and lack friends, relatives or caregivers as well as support (Haddad 
et al. 2014). Cognitive deficits may lead to disruption of studies (WHO 2015c), low 
educational levels (Sharma & Antonova 2003) and further incapability to work (Harvey 
& Strassnig 2012). Given the higher risk of losing their jobs (Evans-Lacko et al. 2013), 
unemployment among people with mental health problems is six to seven times more 
common than among people without mental health problems (OECD 2011).   
Problems with self-care are prevalent among people with severe mental disorders 
(Harvey et al. 2007, Chien et al. 2013), and they are prone to many physical health 
problems such as obesity, diabetes, and poor dental status (Leucht et al. 2007, De Hert 
et al. 2011, Harvey & Strassnig 2012). Poor physical health may lead to increased 
mortality (von Hausswolff-Juhlin et al. 2009, De Hert et al. 2011). People with severe 
mental disorders die about 20 years younger than people without mental disorders 
(Wahlbeck et al. 2011, Laursen et al. 2014). Moreover, high suicide rates lead to excess 
mortality among people with severe mental disorders (Saha et al. 2007, Hoang et al. 
2011). About five percent of people with schizophrenia commit suicide during their 
lifetime (Palmer et al. 2005, Hor & Taylor 2010).  
Daily routines are often disrupted among people with severe mental disorders (Harvey 
& Strassnig 2012, Galderisi et al. 2014). They may have difficulties in daily living skills 
(Harvey et al. 2007). These could include, for example, difficulties in getting up in the 
morning, cooking, having breakfast or lunch (Minato & Zemke 2004, Chien et al. 2013), 
performing self-care activities, such as medication management or basic hygiene 
(Harvey et al. 2007) or in going out or to work (Minato & Zemke 2004). Especially in 
outpatient care, these people need help coping with their daily activities and redesigning 
their lifestyle (Harvey & Strassnig 2012). 
2.2  Treatment nonadherence among people with severe mental disorder 
Nonadherence to treatment is a major problem among people with severe mental 
disorders (Velligan et al. 2009, Leucht et al. 2012, Offord et al. 2013, Shuler 2013). The 
World Health Organization (2003) defines treatment adherence as follows: “the extent 
to which a person’s behaviour – taking medication, following a diet, and/or executing 
lifestyle changes, corresponds with agreed recommendations from a health care 
provider”. About 40% to 50% of the patients do not adhere to prescribed antipsychotic 
medication (Byerly et al. 2008, Klingberg et al. 2008, Schennach et al. 2012, Vassileva 
et al. 2014). Moreover, about 20% to 36% of patients miss their clinical outpatient 
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appointments (Mitchell & Selmes 2007, Sims et al. 2012). Nonattendance rates at 
psychiatric clinics are double that of other medical specialties (Filippidou et al. 2014).  
Clinical implications of treatment nonadherence may include worsening symptoms 
(Sajatovic et al. 2006), poor social functioning, an increased chance of losing touch with 
clinical contacts (Killaspy 2006)  and a high risk of rehospitalisation (Killaspy et al. 
2000, Sajatovic et al. 2006, Haddad et al. 2014). Despite the indisputableness of the 
effects of antipsychotic medication, its effects in the treatment of mental disorders are 
modest, and some of the patients do not benefit from the medication (Optimisetrial 
2013). Nonadherence to antipsychotic medication may be categorised as intentional or 
unintentional (NICE 2009). First, patients who respond well to the prescribed medication 
may discontinue their medication (Optimisetrial 2013). This may be due to the 
medication’s side effects (Priebe et al. 2005, Haddad et al. 2014), stigma, or negative 
attitudes towards antipsychotic medication (Haddad et al. 2014). They may also feel that 
medication is no longer needed and therefore discontinue medication (Ascher-Schvanum 
et al. 2010). Second, a patient may forget to take medication (Bulloch & Patten 2010). 
Given this, supporting patient treatment adherence is essential for both economic and 
health related reasons (Haddad et al. 2014). Therefore, all available support may benefit 
people with severe mental disorders (Maneesakorn et al. 2007, Kane et al. 2013).  
According to people with severe mental disorders themselves, treatment adherence can, 
in fact, be supported (Priebe et al. 2005, Kauppi et al. 2015a). Priebe and his colleagues 
(2005) found out that participant engagement with treatment can be supported by 
involving the patient in decision making concerning their care. Patients with mental 
health problems long for individual-based support, such as individually tailored 
treatment methods (Tandon et al. 2006, Kauppi et al. 2015a). Moreover, continuity of 
care (Burns et al. 2009) and supporting patients’ daily living are of remarkable 
importance in relation to treatment adherence (Hautala-Jylhä et al. 2005, Harvey & 
Strassing 2012). Therefore, more emphasis should be put on patients’ opinions and 
voices regarding the planning of their treatment and services (Health Research Institute 
2013, Daker-White & Rogers 2013, Department of Health 2014), and their own 
experiences should be taken into consideration (Daker-White & Rogers 2013, NICE 
2014). 
2.3  Mental health services in Finland 
Mental health services in Finland are decreed by the Health Care Act (1326/2010) and 
the Mental Health Act (1116/1190) (Ministry of Social Affairs and Health 2015). 
According to the Health Care Act (1326/2010, 27 §), the mental health services required 
for promoting resident health and well-being are to be provided by local authorities (i.e. 
municipalities). The Mental Health Act (1116/1190), as a skeleton law, regulates mental 
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health work, its concepts and contents, supervision and organisation of the mental health 
services (Harjajärvi et al. 2006). 
The content and extend of mental health services have to be organised to correspond the 
needs of residents and arranged primarily as out-patient services (Mental Health Act 
1116/1190, 4 §). The Constitution of Finland (731/1999) stipulates that the government 
must guarantee adequate health services for each person and promote citizens’ health 
(The Constitution of Finland 731/1999) by respecting human rights (United Nations 
1948). Moreover, international (e.g. WHO 2005, FEAM 2010, WHO 2013, European 
Union 2014, NICE 2014, European Union 2015) and national (e.g. Ministry of Social 
Affairs and Health 2001, National Institute for Health and Welfare 2009, Schizophrenia: 
Current Care Guideline 2015) guidelines and health policies guide the arrangement of 
mental health services in Finland. 
Mental health services in Finland are mainly provided by the public sector (Ministry of 
Social Affairs and Health 2015). Public mental health services are generally arranged by 
primary social and health care services (Ministry of Social Affairs and Health 2015), 
which are provided by hospital districts (n = 21, including Åland) (Kunnat.net 2015a) 
and municipalities (n = 317) (Kunnat.net 2015b). Mental health services are also 
arranged under specialised health care (National Institute for Health and Welfare 2015) 
at psychiatric clinics and at psychiatric hospital care units (Ministry of Social Affairs 
and Health 2015). Public mental health services are supplemented by private and third 
sector services (e.g. associations and foundations) (Harjajärvi et al. 2006, Pylkkänen et 
al. 2012, National Institute for Health and Welfare 2014a). Private mental health services 
partly fill the resource gap in public services (Pylkkänen 2012). Mental health services 
are financed by general taxation (ILO 2000, Lehtinen & Taipale 2001, Vuorenkoski 
2008). Public mental services are free of charge, which makes private mental health 
services rare (Pirkola et al. 2009). Only a small percentage of patients need hospitalised 
care, whereas the majority of the service users get help from outpatient services 
(National Institute for Health and Welfare 2014a). 
Local authorities (i.e. the municipalities) are responsible for organising the Finnish 
mental health services, such as giving advice and guidance, psychosocial support and 
required examinations, and providing treatment and rehabilitation for their residents 
(Mental Health Act 1116/1190, Ministry of Social Affairs and Health 2015, National 
Institute for Health and Welfare 2014a, 2015). The services are arranged primarily as 
out-patient services (Mental Health Act 1116/1190, 4 §), so that the initiative of patients 
to seek help and self-manage is supported (Mental Health Act 1116/1190, 4 §, Partanen 
et al. 2010). Mental health outpatient services in Finland refer to actions supporting long-
term psychiatric patients (Vuorenkoski 2008), and are multifaceted, consisting of day 
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care facilities (WHO 2011b), such as shared apartments, day hospitals and day care 
centres, residential or rehabilitation homes (Vuorenkoski 2008), sheltered or supported 
housing (Raitakari et al. 2015) and mobile services (Pirkola et al. 2009).  
Municipalities can arrange mental health services by providing the service itself, 
working with another municipality, or by outsourcing services (e.g. buying from private 
sector) (Sahrman et al. 2008). The local health centres provide most mental health 
services (National Institute for Health and Welfare 2014a, Ministry of Social Affairs and 
Health 2015, Sotkanet.fi 2015). Outpatient mental health care services are mainly 
organised by local health centres, psychiatric hospital outpatient departments or mental 
health offices (Vuorenkoski 2008), such as psychiatric clinics (Ministry of Social Affairs 
and Health 2015). Mental health outpatient offices are commonly staffed by 
psychologists, psychiatrists (Vuorenkoski 2008), psychiatric nurses or depression nurses 
(Patana 2014), social workers, and other professionals (Vuorenkoski 2008). Continuing 
education and adequate health care personnel are a prerequisite to arranging effective 
outpatient services (Schizophrenia: Current Care Guideline 2015). 
Structural changes have occurred in the Finnish mental health care system during the 
past decades (Pylkkänen 2012). The transition from inpatient mental health care to 
outpatient mental health care has been pivotal in Finland (Vuorenkoski 2008, Pylkkänen 
2012, OECD 2014b). The amount of psychiatric inpatient beds has decreased by over 
four-fifths, from 20 000 beds in 1980 (Lehtinen & Taipale 2001) to 3500 in 2014 
(National Institute for Health and Welfare 2014a), although it remains higher than, for 
example, that of OECD countries (OECD 2014b) and other Nordic countries (Wahlbeck 
et al. 2011). The average length of stay in inpatient mental health care has decreased 
from 49 days in 1997 (National Institute for Health and Welfare 2010) to 36 in 2013 
(National Institute for Health and Welfare 2014a). At the same time, the amount of 
outpatient visits in psychiatry has risen from 520 000 in 1980 (ILO 2001) to 1.9 million 
in 2006 (Vuorenkoski 2008, Sotkanet.fi 2015) and to 2.4 million in 2014 (including 
primary and specialised medical care) (National Institute for Health and Welfare 2014a, 
b, Sotkanet.fi 2015). In 2013, schizophrenia, schizotypal and delusional disorders (F20–
F29) (53% male) and mood (affective) disorders (F30–F39) (40% male), classified 
according to the ICD-10 classification (WHO 1993), were the main reasons for 
psychiatric outpatient visits in specialised medical care (National Institute for Health and 
Welfare 2014a). 
International and national guidelines dictate the arrangement of the mental health 
services in Finland, addressing the promotion of mental health and the prevention of 
mental disorders and enhancing the importance of evidence-based practices (FEAM 
2010, NICE 2014, Schizophrenia: Current Care Guideline 2015). Early intervention, the 
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development of the availability of services, the addition of low-threshold mental health 
services, and encouragement of individual responsibility for one’s own health status and 
lifestyle are the key topics in the Finnish Government Programme (Prime Minister’s 
Office 2015). Despite these guidelines there are still inequalities in mental health statuses 
(e.g. suicide rate) and in equal access to mental health care between countries, but also 
within countries (Thornicroft & Tansella 2004, OECD 2015). This is also the reality in 
Finland (Patana 2014). This may be due to heterogeneous development of outpatient 
services across the country (Lehtinen & Taipale 2001, Pirkola et al. 2009), substantial 
differences in mental health service provision (Vuorenkoski 2008, Ministry of Social 
Affairs and Health 2012) and waiting times between municipalities (Vuorenkoski 2008). 
It has also been stated that mental health care is under-resourced, under-prioritised 
(OECD 2014c) and under-funded (Lehtinen et al. 2006). It is worth noting that health 
systems have not yet adequately responded to the burden of mental disorders, leading to 
a gap between the need for treatment and its arrangement. Therefore, more effective 
leadership, outpatient-based mental health services, implementation of strategies to 
promote mental health, and strengthened evidence and research are needed (WHO 
2015a). 
2.4  Treatment for people with severe mental disorders 
Treatment for people with severe mental disorders depends on the patient’s stage of 
illness (NICE 2014). For example, treatment is different in the acute phase of 
schizophrenia than it is in the stable phase (Schizophrenia: Current Care Guideline 
2015). Despite the stage of the illness, it is important that the patient adheres to the 
treatment (NICE 2014, Schizophrenia: Current Care Guideline 2015). Patient treatment 
adherence can be supported in psychiatric outpatient care (Thornicroft & Tansella 2003), 
which is a policy priority around the world (Mental Health Act 1116/1190, Caldas de 
Almeida & Killaspy 2011, Schizophrenia: Current Care Guideline 2015). People with 
severe mental disorders need diverse individual options to support their coping ability 
and self-management (Hogarty et al. 1997, Thornicroft & Tansella 2004, Shek et al. 
2009, Harvey & Strassnig 2012) after discharge from psychiatric inpatient care to 
outpatient care (Hautala-Jylhä et al. 2005). 
Antipsychotic medication and the combinations of antipsychotic medication and 
psychosocial interventions are essential in the treatment of patients with severe mental 
disorders (WHO 2012, NICE 2014, Schizophrenia: Current Care Guideline 2015). The 
aim of antipsychotic medication is to relieve the symptoms of the disorder (Leucht et al. 
2011), which may be devastating for the patient’s cognitive and social functioning 
(Harvey & Strassnig 2012). It is important to avoid the induction of adverse effects of 
antipsychotic medication (Tandon et al. 2006, Schizophrenia: Current Care Guideline 
2015), as that may lead to medication discontinuation (Priebe et al. 2005, Haddad et al. 
 Overview of the Literature 21 
2014, Ascher-Schvanum et al. 2010). At its best, antipsychotic medication lowers the 
risk of rehospitalisation and discontinuation of medication (Gilmer et al. 2004, Tiihonen 
et al. 2006, Becker et al. 2007, Leucht et al. 2011). The combination of antipsychotic 
medication and psychosocial interventions (e.g.  psychoeducation, cognitive behavioural 
therapy, family interventions, social skills training) is effective in the treatment of severe 
mental disorders (NICE 2014, Schizophrenia: Current Care Guideline 2015, WHO 
2015a). The aim of psychosocial interventions is to supplement antipsychotic medication 
and help patients regain their capabilities (Pingani et al. 2013); this may enable them to 
lead a productive life and to be integrated into society (WHO 2015a). 
Supporting motivation to perform skills needed in daily functioning is important among 
people with severe mental disorders (Harvey & Strassing 2012). In order for individuals 
to avoid losing their inclination to manage their daily routines or activities, their 
motivation should be supported (Minato & Zemke 2004). This may be possible, for 
example, through offering occupational therapy (Mintao & Zemke 2004), skills training 
and emphasising advocacy for better services  through supporting patient engagement 
with mental health services (e.g. outpatient appointments, treatment plans or prescribed 
treatment) (Harvey & Strassnig 2012, Galderisi et al. 2014). Therefore, meaningful 
activities to maintain healthy living (Minato & Zemke 2004), and support in everyday 
functioning and daily routines are needed (Priebe et al. 2005, Harvey & Strassnig 2012). 
However, Tungpunkom and colleagues (2012) conclude in their recent systematic 
review that life skills programmes lack sufficient evidence to be proved effective among 
people with long term mental disorders. 
A patient’s daily activities and integration into society can be supported by community-
based services, such as supported housing, assisted living or supported employment 
(Schizophrenia: Current Care Guideline 2015, WHO 2015a). A supportive social 
environment is crucial for the process of a patient’s personal recovery (Castelein et al. 
2015). Supporting the patient’s daily activities is important, since people with mental 
disorders, despite the disability caused by the disorder, want to be independent, “as 
normal as possible” (Priebe et al. 2005). Occupational activities or supported 
employment may improve patient employment (Campbell et al. 2011, NICE 2014, 
Schizophrenia: Current Care Guideline 2015). This may further reduce financial 
difficulties and social exclusion (EHFG 2013). Community-based services are 
associated with high user satisfaction and promotion of continuity of care (Thornicroft 
& Tansella 2003). 
Social support is central to patient self-management (NICE 2014). Social support is 
defined as support from family members, friends, non-kin or peers (Castelein et al. 
2015). Peer support groups provide opportunities to reduce social isolation, improve 
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relationships with others and enhance the patient’s personal recovery (NICE 2014, 
Schizophrenia: Current Care Guideline 2015, Castelein et al. 2015). Cognitive 
remediation combined with other psychiatric rehabilitation may lead to improvement in 
the patient’s functional ability (Wykes & Spaulding 2011, Schizophrenia: Current Care 
Guideline 2015). 
It is also important that the physical health of patients with severe mental disorders is 
supported (De Hert et al. 2011). This is due to high rates of comorbidity and mortality 
(Leucht et al. 2007, von Hausswolff-Juhlin et al. 2009, De Hert et al. 2011, Harvey & 
Strassnig 2012). Supporting physical health may be possible by offering, for example, 
programmes promoting healthy eating, physical activity or smoking cessation (NICE 
2014, Schizophrenia: Current Care Guideline 2015). These programmes may be 
effective in reducing body mass index (BMI), waist circumference (McKibbin et al. 
2010), increasing physical functioning (Chafetz et al. 2008) and reducing smoking 
(Baker et al. 2006). Physical exercises (e.g. strength exercises, aerobics and yoga) may 
improve the physical fitness of patients, reduce psychiatric symptoms, improve health-
related quality of life, overall functioning and cognition, and have positive impacts on 
comorbidity (Pedersen & Saltin 2015). 
Continuity of care should be ensured among people with severe mental disorders 
(Schizophrenia: Current Care Guideline 2015), since the treatment of these patients is 
mainly carried out in outpatient care (Ministry of Social Affairs and Health 2015). This 
is important, especially when the patient moves from one care-provider to another (e.g. 
from inpatient care to outpatient care) as well as during outpatient care (Ministry of 
Social Affairs and Health 2001). Patient monitoring and follow-up appointments offer 
opportunities for continuity of care by monitoring and observing changes in patients’ 
symptoms (NICE 2014) and offering adequate treatment to avoid symptom worsening 
and rehospitalisation of these patients (Marshall & Rathbone 2011). Self-management 
is, however, at risk, if patients do not adhere to the treatment prescribed (Killaspy 2006, 
Barkhof et al. 2012). Therefore, it is essential that patient treatment adherence is 
supported (NICE 2014, Schizophrenia: Current Care Guideline 2015, WHO 2015a). 
Recently, the use of information and communication technologies (ICT), especially 
mHealth (mobile Health) technologies (e.g. mobile phones and text messages), have 
been recommended in various policy papers and guidelines (e.g. European Commission 
2012, 2014, IMHSC 2015). Text messages have been used in various contexts in 
healthcare (Klasnja & Pratt 2012) and provide an example of behavioural intervention 
technologies (Mohr et al. 2013a). Behavioural intervention technologies (BITs) are 
defined as mHealth (using tools such as mobile phones, SMS) and eHealth (using tools 
such as the Internet) interventions which are targeted to support patients in changing 
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their behaviour, cognition and achieving their goals related to their general health, 
mental health and overall well-being (Mohr et al. 2013a,b, Mohr et al. 2014). 
Behavioural intervention technologies include both psychological and behavioural 
intervention strategies (Mohr et al. 2013a). These types of interventions enable users to 
change their current state of health or mental health (state at the moment) and achieve 
the intervention aims (desired future state). User’s past state includes prior states and 
events, such as events that happened in the past hour, yesterday or before yesterday (e.g. 
forgetting medication or appointment). User’s future state includes events that will 
happen in the next hour, tomorrow or after tomorrow (e.g. desired treatment adherence) 
(Figure 1). (Mohr et al. 2014.) Behavioural intervention technologies have been used in 
health care to implement behaviour changing strategies that include self-monitoring and 
self-assessment to support the self-management of patients with bipolar disorders 
(Hidalgo-Mazzei et al. 2015), goal setting to help people lose weight (Mohr et al. 2014), 
and motivation enhancement to support treatment adherence among youth with 
anaphylaxis (Anderson & Wallace 2015), to name some examples. 
Figure 1. Pattern of how text message reminders assist goal achievements and future 
changes among people with severe mental disorders (modified according to Mohr et al. 
2014) 
Behavioural intervention technologies have many characteristics that make them 
suitable for health care and, specifically, mental health care. For example, mobile phones 
have become an important platform for delivering behavioural intervention technologies 
in health care (Klasnja & Pratt 2012). This has been possible because of their ubiquity 
(Atun & Sittampalam 2006, Klasnja & Pratt 2012), easy access and time-unlimited use 
(Alvarez-Jimenez et al. 2014). Mobile phone penetration is near 100% worldwide (ITU 
2015); mobile phones are used in both developing (Zurovac et al. 2011, Déglise et al. 
2012, Brian & Ben-Zeev 2014) and developed countries (Fjeldsoe et al. 2009). They also 
have the potential to be used in rural areas (Brian & Ben-Zeev 2014). Moreover, mobile 
phones are used among most social groups (Atun & Sittampalam 2006), including people 
with severe mental disorders (Ben-Zeev et al. 2013). These characteristics make the 
delivery of behavioural intervention technologies via mobile phones possible for people 
Treatment goal 
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User’s Current State 
• discharge from 
inpatient care to 
outpatient care 




• quality of life 
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who would otherwise not be able to access care (Mohr et al. 2013a, Brian & Ben-Zeev 
2014). 
The use of behavioural intervention technologies is very multifaceted; they may have 
been developed for single, short-term or longer-term use, or they may be used 
individually or connected to larger intervention systems (Mohr et al. 2013b). 
Behavioural intervention technologies delivered by text messages can be individually 
tailored (Fjeldsoe et al. 2009, Tran & Houston 2012) and pre-programmed to be sent 
automatically at predetermined times (Danaher et al. 2015). However, difficulties in the 
use and engagement with mobile technologies may restrict the effects of mHealth 
system-supported self-management (Jia et al. 2015). 
Previous systematic literature reviews show that simple prompts, such as Short Message 
Service (SMS) reminders, may encourage patient adherence to chronic medication in the 
short term (Vervloet et al. 2012, Hamine et al. 2015), appointment attendance (Car et al. 
2012) and patient self-management (de Jongh et al. 2012). Further, they have been 
proven to be acceptable and feasible among persons with severe mental disorders 
(Palmier-Claus et al. 2013, Ben-Zeev et al. 2014a). However, it is not enough to develop 
interventions for supporting patients’ coping and self-management, although they are 
more than needed (Harvey & Strassnig 2012), if they are not feasible, acceptable or easy 
to use (Daker-White & Rogers 2013, Bauer et al. 2014). Moreover, the major aim of the 
use of mobile-based intervention in health care is to enhance citizens’ participation in 
the management of their own health and well-being (European Commission 2014). 
2.5  Theories related to the use of information technology 
The theories related to the use of information technology are many. They have been 
developed to understand individuals’ behavioural intentions related to information 
systems and their use (Oinas-Kukkonen 2013). The three theories related to the use of 
information technology that are probably the most prominent are described as follows: 
the Technology Acceptance Model (TAM) (Davis 1989, Davis et al. 1989), the Unified 
Theory of Use and Acceptance of Technology (UTAUT) (Venkatesch et al. 2003) and 
the Fit between Individuals, Task and Technology framework (The FITT framework) 
(Ammenverth et al. 2006). In addition, a novel framework titled the Behavioral 
Intervention Technology Model (BIT model) (Mohr et al. 2014) is described in this 
section. 
The Technology Acceptance Model (TAM) 
The Technology Acceptance Model (TAM) was developed at the end of 1980s by Davis 
and Bagozzi (Davis 1989, Davis et al. 1989). It is one of the most popular and frequently 
employed theories related to the acceptance and use of technology (Yarbrough & Smith 
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2007, Surendran 2012). The theory postulates that the information technology use of an 
individual can be predicted by their intentions. The theory further suggests that the 
intention to use technology (i.e. the decision about when and how to use technology or 
reject its use) is related to an individual’s perceived ease of use (PEOU) and perceived 
usefulness (PU) in regards to the technology (Davis 1989, Davis et al. 1989). The theory 
also indicates that the perceived ease of use and perceived usefulness of the intervention 
affects individual’s attitudes (A) and enhances individual’s motivation and behavioural 
intention (BI) to continue using the technological application (Davis et al. 1989). 
External variables, such as individual and organisational variables, may have an impact 
on the perceived ease of use and perceived usefulness (Davis 1989, Davis et al. 1989). 
The Technology Acceptance Model (TAM) has been used in health care for many 
purposes and with different types of technology applications (Yarbrough & Smith 2007, 
Holden & Karsh 2010). It has been used in order to describe acceptance of computer 
technology among hospital personnel (Aggelidis & Chatzoglou 2009), telemedicine 
among physicians (Chau & Hu 2002, Kim et al. 2012), mobile health care systems 
among physicians and nurses (Wu et al. 2007), to describe adoption of social media use 
among physicians (McGovan et al. 2012) and medical personnel’s intention to use 
clinical information systems (Melas et al. 2010). 
Unified Theory of Use and Acceptance of Technology (UTAUT) 
The Unified Theory of Acceptance and Use of Technology (UTAUT) was developed at 
the beginning of the 21st century by Venkatesh and colleagues (2003). The objective of 
the theory is to explain user intention to use information technology and the subsequent 
use behaviour. Four key concepts of the theory are as follows: performance expectancy, 
effort expectancy, social influence and facilitating conditions. The first three are defined 
as the direct factors of usage intention and behaviour. The fourth is defined as the direct 
factor of use behaviour. Age, gender, voluntariness of use and experience are posited to 
decrease the impact of the four key concepts on usage intention and use behaviour. 
(Venkatesh et al. 2003.) The Unified Theory of Acceptance and Use of Technology 
(UTAUT) has been applied, for example, to analyse perceptions towards mobile services 
(Koivumäki et al. 2008), to study adoption of social media (Curtis et al. 2010) and to 
study computer use frequency (Verhoeven et al. 2010). 
The Fit between Individuals, Task and Technology (FITT) 
The Fit between Individuals, Task and Technology framework (The FITT framework) 
was established in the middle of 2010s by Ammenverth and colleagues (2006). The 
theory aims to analyse socio-organisational-technological factors that influence 
information technology adoption within the field of health care. The theory consists of 
three main concepts as follows: individual, technology and task. The FITT framework 
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postulates that information technology adoption in clinical situations depends on the 
optimal interaction (i.e. fit) between the characteristics of the individual users (e.g. 
information technology knowledge, anxiety towards a computer, motivation), 
technology (e.g. usability and functionality of technology) and clinical duties and 
processes (e.g. organisation of the tasks to be completed, complexity of tasks) 
(Ammenverth et al. 2006). The FITT framework has been used to explore case 
managers’ conceptions on electronic clinical data systems (Schnall et al. 2012) and to 
analyse the adoption of information technology systems and eHealth services in 
healthcare (Tsiknakis & Kouroubali 2009). 
 
The Behavioral Intervention Technology Model (BIT model) 
The Behavioral Intervention Technology Model (BIT model) was developed by Mohr 
and colleagues (2014). The Behavioral Intervention Technology Model is a conceptual 
and technological framework for mHealth and eHealth interventions (Mohr et al. 2014, 
Mohr et al. 2015). It is a hybrid framework, which combines behavioural sciences 
(patients’ behavioural principles) and technology (technological features) (Crutzen 
2014, Mohr et al. 2014). The Behavioral Intervention Technology Model aims to offer 
information in designing and implementing behavioural intervention technologies into 
clinical practice (Mohr et al. 2014). 
The Behavioral Intervention Technology Model answers the questions “why”, “what”, 
“how” (conceptual and technical) and “when”. The model includes two broad levels: 1) 
the theoretical action level, which reflects the intentions of the researcher or developer 
and 2) the instantiation level, which reflects the technological implementation (Mohr et 
al. 2014, Mohr et al. 2015). An illustration of the model is presented in Figure 2. (A more 
detailed description can be seen in Table 1.) 
 
Figure 2. The Behavioral Intervention Technology Model (modified according to Mohr 
et al. 2015) 
Theoretical action components consist of 1) intervention aims and 2) behavioural change 
strategies (Table 1). First, intervention aims refer to “why” the behavioural intervention 
technology exists (Mohr et al. 2014, Mohr et al. 2015). Clinical aims are defined as 
human changes in cognition, behaviour or motivation, and they refer to the clinical goals 
of the treatment or intervention. Clinical aims often include hierarchical sub-goals. 
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technology offered. (Mohr et al. 2014.) Usage aims should not be mixed with clinical 
aims, but treated separately (Mohr et al. 2014), since they often provide early 
information about possible defects in intervention design and may be used as indicators 
for the further development of behavioural intervention technologies (Mohr et al. 2015). 
Clinical aims are nowadays studied by behavioural scientists and usage aims by 
technologists (Mohr et al. 2014), who use theories such as the Technology Acceptance 
Model (TAM) (Davis 1989, Davis et al. 1989) (see Paper III). Second, behaviour change 
strategies are the methods supporting patients in attaining their intervention aims 
required to achieve their treatment goal (Mohr et al. 2014). These strategies refer to 
“how” the behavioural intervention technology will achieve clinical and usage aims 
(Mohr et al. 2015). 
Instantiation components consist of 1) elements, 2) characteristics and 3) workflow 
(Table 1). First, elements refer to “what” is offered to the patient (e.g. an individual 
message) (Mohr et al. 2015). Elements are the actual technical “instantiations” present 
in the behavioural intervention technology (Mohr et al. 2014). Second, characteristics 
refer to “how” elements are delivered to patients (Mohr et al. 2015). Characteristics refer 
to the media employed (i.e. text message), its complexity (i.e. the content of text message 
may be simple or more complex depending on the target population, user and the task) 
and personalization (ie. changing the content of the behavioural intervention technology 
to increase the relevance for an individual user) (Mohr et al. 2014). Third, workflow 
refers to “when” elements are delivered to the users (Mohr et al. 2015). Behavioural 
intervention technologies are developed to be delivered to users over time (Mohr et al. 
2014) and designed for repeated interactions over an extended period of time (Mohr et 
al. 2015). Thus, the workflow specifies when elements are delivered: the timing, 
frequency and the length of the intervention (Mohr et al. 2014, Mohr et al. 2015). For 
example, user-defined workflow allows users to decide the sequence and timing of use 
(Mohr et al. 2015). 
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Table 1. Description of the levels, questions, components and examples of the 
Behavioral Intervention Technology Model (modified according to Mohr et al. 2014) 




Why Intervention aim Clinical aims: human change in 
behaviour, reduction in depression 
symptoms 
 
Usage aims: maintenance of user 





E.g. Motivation enhancement 
Instantiation 
components 
What Elements E.g. Text messaging, SMS 
 How  
(technical) 
Characteristics Medium: text 
Complexity: simple/complex 
 When Workflow User defined 
 
Due to the novelty of the Behavioral Intervention Technology Model (Mohr et al. 2014) 
it has not been widely used yet. It has been applied, for example, in the development of 
smartphone applications for increasing adherence to anaphylaxis treatment (Anderson & 
Wallace 2015).  
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Phase I
•The use of text message reminders in health care services (Paper I)
Phase II
•Patient preferences regarding text message reminders to encourage treatment 
adherence among people with antipsychotic medication (Paper II)
Phase III
•Patient feedback on tailored text message reminders among people with 
antipsychotic medication (Paper III)
Phase IV
•The challenges in patient recruitment and retention in a text message based 
randomised controlled trial among people with antipsychotic medication (Paper IV)
Summary
•EVALUATION OF THE USE OF TEXT MESSAGE REMINDERS FOR 
PATIENTS WITH ANTIPSYCHOTIC MEDICATION
3. AIMS OF THE STUDY 
The overall aim of the present study was to evaluate the use of text message reminders 
to encourage treatment adherence among people with antipsychotic medication. The 
study comprises four phases. The sub-goals are as follows:  
1. To describe text message reminder use in health care services (Paper I) 
2. To explore patient preferences in using tailored text message reminders in 
psychiatric care (Paper II) 
3. To explore patient feedback on tailored text message reminders to encourage 
medication adherence and outpatient treatment among patients with antipsychotic 
medication and associations related to the feedback (Paper III) 
4. To describe the challenges in patient recruitment and follow-up study in 
psychiatric care (Paper IV). 











Figure 3. Phases of the study 
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4. MATERIALS AND METHODS 
4.1  Theoretical and methodological approaches 
4.1.1  Theoretical approach 
The theoretical approach of this study followed the Behavioral Intervention Technology 
Model (BIT model) (Mohr et al. 2014) in order to characterise and evaluate text message-
based intervention in psychiatric outpatient care. In the present study, behavioural 
intervention technology (i.e. text message reminder intervention) was used to motivate 
and support patients in their treatment adherence and in changing their behaviour 
towards a healthier life and well-being. The Behavioral Intervention Technology Model 
(Mohr et al. 2014) was used to summarise the results of evaluative research concerning 
text message-based intervention. Framework-based evaluation gives valuable 
information for the further implementation purposes of the intervention. Therefore, the 
Behavioral Intervention Technology Model (Mohr et al. 2014) was chosen as a 
theoretical framework for this study. 
First, regarding the theoretical action components in this study (i.e. intervention aim and 
behavioural strategy) (Figure 4), “why” refers to the text message reminder use in health 
care services and asks the following: 1) For what reasons (why) have text message 
reminders been used in the context of health care? and 2) What are the impacts of text 
message reminder use? (Phase I). Clinical aim refers to increased treatment adherence 
among people with antipsychotic medication. Usage aim focuses on maintaining user 
engagement with the text message reminders and is evaluated through patient feedback 
on text message reminders after 12 months of use (Phase III). The behaviour change 
strategy in this study refers to the motivation enhancement (“how” to motivate patients 
to treatment adherence) (Phase I). 
Second, in this study, the technical instantiation components are elements, 
characteristics and workflow (Figure 4), and represent “what” is offered to the patient, 
as well as “how” and “when” it is offered (Mohr et al. 2015). Motivation enhancement 
is delivered to patients via individual messages (what). The aim of the text message 
reminders (element) is to motivate and improve user ability to complete tasks, such as 
adhering to treatment (Phases III and IV). In this study, characteristics refer to the 
complexity or simplicity of text message reminders (how). The content of text message 
reminders was simple and depended on the target population and the task, and was 
personalised to meet the needs of the individual user. This was evaluated through patient 
feedback in Phase III. Workflow refers to “when” text message reminders (element) 
were delivered to the users (i.e. timing, frequency and the length of the intervention). 
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Participants were able to decide on the content, timing and frequency of the text message 
reminders to guarantee a user-defined workflow (Phase II). 
 
 
Figure 4. The Behavioral Intervention Technology Model in the context of this study 
(modified according to Mohr et al. 2015) 
Third, the overall clinical aim of the text message reminder system in this study was to 
support and encourage treatment adherence and outpatient self-management among 
people with antipsychotic medication. Three of the sub-aims of the text message 
application were to promote 1) medication adherence, 2) outpatient follow-up 
appointment attendance, and 3) free time activities (e.g. daily activities such as 
maintaining hygiene, doing laundry, being physically active etc.). To achieve these 
goals, the major behaviour change principle used was motivation enhancement. That is, 
patient treatment adherence and self-management supported by 1) reminding people to 
take prescribed medication, 2) reminding them to attend their follow-up appointments 
with a nurse or doctor, and 3) promoting healthy activities during their free time. 
4.1.2  Methodological approach 
An evaluative methodological approach (Parahoo 2006, Gray 2014) with quantitative 
methods was used to systematically appraise (Parahoo 2006) the use of the text message 
reminder system in supporting treatment adherence among patients with antipsychotic 
medication. The implementation of behavioural intervention technologies, such as text 
message reminders, requires continuous evaluation of their actual use in clinical practice 
(Mohr et al. 2013b). Therefore, it is important to gain insight into the context where text 
message reminders have been used (Phase I), find out patient preferences (Phase II), ask 
for feedback (Phase III) and learn to what extent  people with severe mental disorders 
participate in effectiveness studies (Phase IV).  Intervention evaluation is an essential 
part of mHealth research, since the quality of mHealth interventions is linked to the 
improvement of health care via mHealth interventions (Ben-Zeev et al. 2015). 
Evaluation enables reflection and can lead to future improvements and system 
development (Rossi et al. 2004). According to Campbell (1997), evaluation consists of 
Technical Instantiation 
Components 
Elements: SMS reminder 
Characteristics: simple 
Workflow: user-defined  
 
Outcomes 
Clinical: increased treatment 
adherence 
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three parts as follows: 1) planning the evaluation, 2) collecting and nterpreting the data 
and 3) communication (preparing recommendations) (Rossi et al. 2004, Gray 2014). 
In this study, the planning phase was based on international and national health policy 
guidelines and statistics indicating that people with severe mental disorders do not 
adhere to their treatment, which is harmful, not only for patients, but also for their 
caregivers and society as a whole. There is evidence that simple prompts, such as text 
message reminders, may encourage patient adherence to chronic medication in the short 
term (Vervloet et al. 2012), and may also boost appointment attendance (Car et al. 2012) 
and patient self-management (de Jongh et al. 2012). However, little is known about how 
the intervention might be integrated as part of outpatient care among people with severe 
mental disorders. Therefore, an evaluation of the text message reminder system is 
needed. 
After the planning phase, a systematic data collection was conducted to evaluate the text 
message reminder system (Parahoo 2006, Gray 2014). The data sources were people 
with antipsychotic medication who participated in a randomised controlled trial. 
Methods relevant to and typical for evaluative approaches were used as follows: 
researching existing data bases (such as previous studies and register data) (Phases I and 
IV), conducting a cross-sectional survey (Phase III) and carrying out a structured 
analysis of a sub-sample (Phase II). The data were analysed by narrative and/or statistical 
methods. 
Third, to communicate the evaluation results, study papers were published in scientific 
journals (Papers I–IV). This makes it possible to utilize the evaluation results. On the 
basis of the findings of this study, recommendations will be made to further develop the 
text message system, to stimulate the implementation of this technology in clinical 
practice and to guide health care managers and policymakers to support treatment 
adherence among people with severe mental disorders. 
4.2  Design and setting 
In phase I, a systematic literature review design with a narrative approach (CRD 2009, 
Grant & Booth 2009) was conducted to form a conception of text message reminder use 
in the context of health care (Paper I). The purpose of the literature review was to 
identify, sum up and consolidate the findings of previous research regarding text 
message reminder use in health care. This was done to identify gaps existing in the 
research literature and to build new research on the previous work (CRD 2009, Grant & 
Booth 2009) (Paper I). 
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In Phase II, an analysis of a sub-sample (e.g. Keding et al. 2015) of participants with 
antipsychotic medication in the Mobile.Net trial (Välimäki et al. 2012) was conducted. 
The analysis aimed to explore patient preferences regarding text message reminders 
meant to encourage patient treatment adherence, and gain an understanding of the 
relationship between the demographic characteristics of the participants and the text 
message reminders preferred. The study was conducted at 45 hospital wards in 24 
organisations providing psychiatric care in Finland (Paper II). 
In Phase III, a cross-sectional survey (Fitzpatrick & Wallace 2006) nested within a 
nationwide randomised clinical trial (Mobile.Net) was conducted to explore feedback on 
text message reminders meant to encourage treatment adherence among patients taking 
antipsychotic medication, as well as factors related to the feedback. A cross-sectional 
survey study design was chosen to describe the phenomena and the feedback (Thyer 
2001) within a specific population (Polit & Beck 2012) (in this case, outpatients taking 
antipsychotic medication). This phase specifically focused on patients who had received 
text message reminders for 12 months. Therefore, this type of nested survey was chosen 
(Polit & Beck 2012). The study was conducted at psychiatric outpatient care facilities in 
Finland (Paper III). 
In Phase IV, an evaluative design (Parahoo 2006, Gray 2014) was used to describe the 
patient recruitment and retention in a text message-based randomised controlled trial 
among people with antipsychotic medication. The study aimed to evaluate text message 
reminder intervention among people with antipsychotic medication. Evaluation of 
intervention is a key element in mHealth research (Ben-Zeev et al. 2015) and therefore, 
this type of design was used. The study was conducted at 45 hospital wards in 24 
organisations providing psychiatric care, and at psychiatric outpatient care facilities in 
Finland (Paper IV). 
4.3  Population and sampling 
In Phase I, the study population in the systematic literature review consisted of research 
papers that focused on text message reminders within the context of health care. Studies 
with various methodological approaches were included, not only randomized controlled 
trials. A systematic sampling method was used to select certain studies and elements to be 
included in the literature review. The sampling method was based on predefined inclusion 
criteria for the literature review (Khan et al. 2003). All studies published in English, 
regarding the use of text message reminders sent from health care services, either manually 
or automatically, to patients’ mobile phones, were included in the systematic literature 
review. Predefined inclusion criteria stemming from the research questions (Khan et al. 
2003) stipulated that: 1) the study population was made up of patients of all ages with any 
diagnoses, 2) the intervention used was based on text message technology and 3) text 
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message reminders were sent directly to the patients. Studies were excluded if the reminder 
was sent by letter or email, if it was sent to a parent, friend or relative, or if text message 
reminders were used for something other than clinical purposes, such as recruiting study 
participants. After an explicit study selection (CRD 2009), altogether 60 studies were 
included in the systematic review (Paper I). 
In Phases II and III, the study population consisted of adult outpatients with a 
prescription for continuous antipsychotic medication (N = 569). To be included in the 
study, a patient had to meet certain criteria. The patient had to: be 18–65 years old, be 
on a continuous prescription of antipsychotic medication, own a mobile phone, be able 
to use Finnish as a language of communication, and have been discharged from hospital 
into outpatient care. Patients having a planned treatment period such as respite care or 
forensic patients were excluded from the study. The population consisted of patients in 
the intervention group of the Mobile.Net trial, which means that a sub-set of data were 
used (see e.g. Cho et al. 2014, Keding et al. 2015). Only the intervention group of the 
parent study was included in these phases. Therefore, a sub-sample sampling method 
was used (Polit & Beck 2012, Grove et al. 2013) to randomly select participants to 
receive tailored text message reminders (Papers II and III). 
In Phase IV, the study population (N = 11530) consisted of participants assessed for 
eligibility to participate in the Mobile.Net trial. All together 1139 participants were 
randomly selected for the trial. The sample consisted of participants who met the 
aforementioned inclusion criteria. Forensic patients and those having a planned non-
acute treatment period were excluded from the study (Paper IV). 
4.4  Data collection instruments 
In Phase I, a specific data extraction grid, based on the CONSORT-EHEALTH checklist 
(Eysenbach et al. 2011), was used to collect information systematically from the studies 
(n = 60) included in the review. The data extraction grid consisted of the following 
information (Higgins & Green 2011): the names of the authors, the year of publication, 
the country where the study was conducted, the type of study, its purpose, setting, design 
and sample size. Additionally, it included a description of the text message-based 
intervention used, the goal and dose of the intervention, the outcome measurements and 
instruments used, and the outcomes themselves (Paper I). 
In Phase II, a structured data collection instrument was used to measure patient 
preferences of text message reminders. The format of the data collection instrument was 
a paper booklet, containing a total amount of 85 text message reminder options. The text 
message reminders in the booklet were divided into three main topics as follows: 1) 
medication (6 messages), 2) appointments (12 messages) and 3) free time (67 messages). 
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The reminders did not include participants’ name or information about their diagnosis. 
Examples of the reminders are given in Table 2. Preferred number of the reminders, 
timing (day of the week and time of day) and frequency were recorded in the booklet 
(Paper II). 
Table 2. Examples of the text message reminders 
Medication reminders 
(n = 6) 
Appointment reminders  
(n = 12) 
Free time reminders 
(n = 67) 
Have you taken your 
medication – feel well 
Please, remember your 
follow-up appointment 
Get up, go out and exercise! 
Please remember to take 
your medication 
Please remember your 
follow-up appointment 
Healthy food, better mood! 
Time for medication! You have an appointment Night peace! 
 
In Phase III, a five-item structured questionnaire based on the Technology Acceptance 
Model (TAM) (Davis 1989, Davis et al. 1989) was used to measure patient feedback on 
text message reminders. Based on a priori service user consultation (Happell & Roper 
2007), the instrument was kept simple (Waltz et al. 2010) and short (Brueton et al. 2014, 
Land & Ross 2014), so it could be administered via telephone (Elsom et al. 2013). On 
the basis of TAM (Davis 1989, Davis et al. 1989), the instrument focused on four areas 
regarding patient feedback on the SMS reminders: satisfaction (1 item), perceived 
usefulness (1 item), perceived ease of use (2 items) and the intention of participants to 
use the text message reminder system in the future (1 item). Response options were 
dichotomous, “yes” or “no” (Pittman & Bakas 2010) (Paper III). 
In Phase IV, specific monitoring sheets developed for the study was used to monitor 
patient recruitment and follow-up. First, recruitment monitoring sheet (based on Turku 
CRC 2012) was used to evaluate patient recruitment pace. The monitoring sheet included 
information about patients screened for eligibility (i.e. screener) as follows: the 
screener’s initials, the last four digits of the screener’s ID, admission and discharge dates, 
the scheduled discharge date, all inclusion criteria, whether or not the inclusion criteria 
were met, and information about the screener’s consent or refusal to participation. 
Information was set to either + (plus), - (minus) or left empty, if information regarding 
the screener was not available. There was also empty space for additional comments 
regarding patient recruitment.  
Second, in Phase IV, a follow-up monitoring sheet (based on Turku CRC 2012) was 
used to measure participant retention in the study and attrition level of the study. The 
follow-up monitoring sheet included participant follow-up information as follows: 
participant ID and phone number, dates for when follow-up was due, the documenting 
36 Materials and Methods  
of follow-up phone calls, mailing and receiving returned questionnaires, and information 
about how participants responded to the follow-up call (did they answer or not). In 
addition, participants’ willingness to stop receiving text message reminders was 
recorded in a monitoring sheet, to measure intervention attrition (Paper IV). 
4.5  Data collection 
In Phase I, the following comprehensive electronic databases were used for data 
collection: PubMed (MEDLINE), CINAHL (Subirana et al. 2005), Proquest 
Databases/PsycINFO (Eady et al. 2008), Embase (Wong et al. 2006), Scopus (Falagas 
et al. 2008) and the Cochrane Library (Moseley et al. 2009). Search terms were based 
on the PICO strategy to focus on the research topic and maximise the finding of relevant 
publications related to the topic (Santos et al. 2007), and included both text words and 
MeSH terms. Electronic literature search was supplemented by a manual hand search 
scanning the content of JMIR journal (Higgins & Green 2011) and the reference lists of 
all included papers for additional publications (Khan et al. 2011). Study selection was 
carried out in two stages (CRD 2009). First, two authors independently screened all titles 
and abstracts of papers (N = 911) regarding the aim of the review. Abstracts of all 
relevant papers were screened for eligibility and discussed until a consensus was 
reached. Second, out of the included publications all full papers were obtained and 
screened. After the systematic study selection, we had altogether 60 publications to be 
extracted. The data were extracted from the included publications focusing on the 
research questions. The literature search was conducted on February 2013 comprising 
papers published between 2003 and 2013 (Paper I). 
In Phase II, the data were collected at the time when patients were discharged from 
hospital in a total of 45 psychiatric wards. Patients, together with a nurse, selected the 
text message reminders they preferred from the text message paper booklet; they chose 
at least one “medication” and “appointment reminder” (both compulsory) and “free 
time” messages (optional). The message selection was recorded in the booklet using 
paper and pencil.  The data were collected between September 2011 and November 2012 
(Paper II). 
In Phase III, the data were collected with a five-item structured questionnaire by 
telephone interview after 12 months of text message intervention (Elsom et al. 2013). A 
day prior to the telephone interview, the researcher sent a text message to participants 
informing them of the upcoming telephone interview so to allow time for participants to 
prepare themselves for the interview (Burke & Miller 2001, Woodall et al. 2011). During 
the phone call, participants were reminded of the study and its voluntary basis (Nijhawan 
et al. 2013). Answering the interview questions was interpreted as participants giving 
their consent to be included in the study (National Advisory Board on Research Ethics 
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2009). Participant feedback was recorded in the questionnaire by the researcher and 
saved later in the SPSS programme. The data were collected between September 2012 
and December 2013 (Paper III). 
In Phase IV, the data collection was twofold. First, participant recruitment data were 
collected at each study ward (n = 45) by Research Nurses, who performed chart reviews 
for eligibility assessment of each patient admitted to the study ward (Kim et al. 2014). 
Systematic tracking of each point of contact with admitted patients was conducted, and 
patient flow was recorded daily at the study wards. Recruitment data were collected 
between September 2011 and November 2012. Second, participant follow-up data 
collection started immediately after the recruitment period closed and continued until the 
12 month follow-up period was finished. Withdrawals of recruited participants from the 
study and data from the 12 month follow-up were recorded, and saved first on paper 
sheets and afterwards using the SPSS programme. Data collection related to intervention 
attrition was based on participant’s, relative’s or Research Nurse’s notification about 
participant’s willingness to stop receiving text message reminders during the 12 month 
follow-up period. Follow-up data consisted of data recorded from telephone interviews, 
postal surveys and the Care Register for Health Care (HILMO) (National Institute for 
Health and Welfare 2014c). Follow-up data were collected between September 2012 and 
December 2013 (Paper IV). 
4.6  Data analysis 
In Phase I, the data were analysed using a narrative approach, incorporating statistical 
analysis (CRD 2009) to form a conception of the use of text message reminders in health 
care settings i.e. how the text message intervention works, why and for whom. The data were 
synthesised by collating, combining and summing up the findings of the individual included 
studies (CRD 2009). First, a clear descriptive summary of the characteristics of the included 
studies was constructed and the results were reported in the form of both text and tables 
(CRD 2009). Second, a narrative analysis was conducted instead of meta-analysis (Higgins 
& Green 2011), since the collected data turned out to be highly heterogeneous. Further, a 
statistical analysis, using frequencies, percentages and means, was carried out to calculate 
common outcome statistics for the studies (CRD 2009) (Paper I). 
In Phase II, the data were analysed using descriptive and inferential statistics (Scott & 
Mazhindu 2005, Trochim 2006). Descriptive statistics (f, %, mean, sd) were used to 
reveal characteristics of the sample (Grove et al. 2013) such as demographic 
characteristics of the participants and their message selection (time, frequency, and the 
day of the week). A chi-squared test (χ2) was used for categorical variables and 
independent samples, and a t test was used on continuous variables, to analyse 
participants’ socio-demographic information and the number and timing of monthly text 
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message reminders selected. Inferential statistics were used to draw conclusions and 
inferences about the sample (Grove et al. 2013). The Poisson regression model (Lang & 
Secic 2006) was used to investigate associations between the patients’ demographic 
characteristics and the number of selected text message reminders per month. Both SAS 
software, version 9.3 for Windows (SAS Institute Inc., Cary, NC, US) and IBM SPSS 
Statistics, version 21.0 for Windows (SPSS IBM Corp. 2012), were used to compute 
statistical analyses. P-value < 0,05 (two-tailed) was interpreted as a statistically 
significant difference (Lang & Secic 2006) (Paper II). 
In Phase III, the data were analysed using both descriptive and inferential statistics 
(Scott & Mazhindu 2005, Trochim 2006). Descriptive statistics (f, %, mean, sd) were 
used to describe characteristics of the data (Trochim 2006) such as demographic 
characteristics (age, gender, marital status, vocational education, employment status, 
geographical region (Helsinki-Uusimaa, West Finland, South Finland, and North and 
East Finland), and age at first contact with psychiatric services). A chi-squared test (χ2) 
for categorical variables and independent samples and a t-test for continuous variables 
were used to analyse demographic characteristics between those who answered the five-
item survey and those who did not, and whether any selective dropout existed. Spearman 
correlation coefficients were used to analyse dependencies on age and age at first contact 
with psychiatric services. Binary logistic regression analysis (Lang & Secic 2006) was 
used to describe the relationship between demographic characteristics and a categorical 
dependent variable (fully vs. not fully satisfied). Stepwise multiple regression analyses 
(Lang & Secic 2006) were conducted to analyse if demographic characteristics could 
predict participant satisfaction with the text message reminders. This was done to build 
the most parsimonious prediction model (Bursac et al. 2006) using SPSS Statistics, 
version 21.0 for Windows. Imputation to manage missing values was not used at any 
stage of data analysis. P-value < 0.05 (two-tailed) was interpreted as a statistically 
significant difference (Lang & Secic 2006) (Paper III). 
In Phase IV, the data were analysed using both descriptive and inferential statistics 
(Scott & Mazhindu 2005, Trochim 2006). Descriptive statistics (f, %, mean, sd) were 
used to reveal the basic characteristics of participants, recruitment and attrition metrics. 
The demographic variables examined included age, gender, marital status, vocational 
education, employment status, diagnosis (ICD-10; WHO 1993, National Institute for 
Health and Welfare 2012) and age at first contact with psychiatric services. Chi-squared 
tests and t-tests were used to analyse differences between patients who participated in 
the study and dropouts. Multiple logistic regression analysis was used in the 12-month 
postal survey follow-up to determine predictors of dropout. 
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4.7  Ethical considerations  
The main principles of research ethics (The Nuremberg Code 1949, WHO 2002, Finnish 
Advisory Board on Research Ethics 2009, Finnish Advisory Board on Research Integrity 
2012, the WMA’s Declaration of Helsinki 2013, TUKIJA 2015) and national legislation 
(Act on the Status and Rights of Patients 785/1992, Mental Health Act 1116/1990, 
Medical Research Act 488/1999, Personal Data Act 523/1999) were followed at every 
point (Phases I–IV) of this study, to ensure ethically sustainable research (The Finnish 
Advisory Board on Research Integrity 2012). Throughout the study, the researchers 
followed good scientific practice, a prerequisite for its ethical acceptability and 
plausibility and for its reliability (ETENE 2006). 
During the handling of data, the researchers carried out all necessary technical and 
organisational actions to protect personal data so that no unauthorised individuals would 
have access to the data (Personal Data Act 523/1999). Participant privacy and 
confidentiality was guaranteed during the data collection and recording (Personal Data 
Act 523/1999) by handling the data anonymously (Finnish Advisory Board on Research 
Ethics 2009) by assigning a personal identification number (ID number) to each 
participant (NIH 2004). All data and memory sticks where the data were saved were 
stored properly (Archives Act 831/1994); the data were kept in a locked filing cabinet in 
a locked room which was accessible only to researchers. Data were handled only with 
computers protected with a password (The Research Ethics Guidebook 2015). Data were 
stored according to the law (Personal Data Act 523/1999). Results were reported in a 
respectful way (anonymously) without identification of individual participants (Finnish 
Advisory Board on Research Ethics 2009). Throughout the study, researchers 
maintained professional secrecy (Medical Research Act 488/1999, Personal Data Act 
523/1999), following the principles of integrity, accuracy and meticulousness, without 
fabrication, falsification or misappropriation (Finnish Advisory Board on Research 
Integrity 2012) (Phases I–IV). 
In Phase I, the process of the systematic literature review was planned, conducted and 
reported following the aforementioned principles of integrity, accuracy and 
meticulousness (Finnish Advisory Board on Research Integrity 2012). Publications 
included in the literature review were objectively analysed (Vergnes et al. 2010), and the 
authors of original publications were respected by citing their studies accurately, 
correctly, without plagiarism or falsification of their results (Wager & Wiffen 2011, 
Amos 2014). 
This dissertation research is part of the Mobile.Net trial (Mobile.Net, ISRCTN: 
27704027; Välimäki et al. 2012), which obtained a favourable ethical comment from the 
Ethics Committee of the Hospital District of Southwest Finland (ETMK 109/180/2010). 
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Permissions for the research were obtained from each study site (n=24). Informed 
consent was obtained from all participants (Phases II–III). In addition, in Phase IV, 
permission from the National Institute for Health and Welfare was obtained for the 
registry data retrieval. 
In Phase II, participants agreed to receive text message reminders and reminders were 
sent to an established phone number (Finnish Data Protection Ombudsman 2010). 
Participant autonomy was respected (Beauchamp & Childress 2009) by giving each 
participant the possibility to totally decline to use the mobile phone technology (ETENE 
2010). The participants were allowed to stop receiving text messages whenever they 
wanted (Medical Research Act 488/1999, the WMA Declaration of Helsinki 2013), and 
they had the right to refuse participation in the study or withdraw from the study 
whenever they wanted without any consequences (Finnish Advisory Board on Research 
Ethics 2009, the WMA Declaration of Helsinki 2013). Text message reminders did not 
include any information which led to the identification of participants, neither did they 
include information about participants’ illnesses, to protect participant safety and 
privacy (Personal Data Act 523/1999). By sending text message reminders to the 
participants automatically through the electronic semi-automatic system, it was 
guaranteed that the administration of mobile phone numbers was systematic, justified 
and careful (Finnish Data Protection Ombudsman 2010). 
In Phase III, participants were informed about the study, its purposes, methods and 
expected benefits both orally and written before the telephone interview and during the 
telephone interview, making sure participants had understood the information given. 
Participants had already given their written informed consent, and in this sub-study, their 
assent to the telephone interview or response to a questionnaire was interpreted as 
informed consent (Finnish Advisory Board on Research Ethics 2009). Telephone 
interviews were conducted with a phone specifically intended for interviews and kept 
locked, accessible only to researchers (Branson et al. 2013). Participant privacy during 
the telephone interview was ensured (Mealer & Jones 2014) by securing the identity of 
each patient, i.e. asking his name and address, and by making sure that the patient knew 
for what reason he was telephoned. In connection with the telephone interview the 
human dignity of all participants was respected (ANA 2015) by carrying out the 
interviews in a kind and encouraging tone (Waltz et al. 2010), since fears and suspicion 
towards the study or researchers, worries about the preservation of the confidentiality or 
fear of stigmatisation could have prevented patients from participating in the study 
(Woodal et al. 2010). 
In Phase IV, participation based on voluntariness and informed consent was guaranteed 
to respect participants’ self-determination and autonomy (Beauchamp & Childress 2009, 
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ANA 2015). Mentally ill patients were defined as vulnerable participants (OEC 2015), 
not only in regards to health status (Schrems 2014), but also because of the research 
context, i.e. they had been discharged from hospital into outpatient care (Gjengedal et 
al. 2013). Given this, ethically sustainable principles were followed during the process 
in which informed consent was obtained (Schrems 2014). It was important to study this 
vulnerable patient group, since exclusion of them from research would have 
disadvantaged them by not taking their needs into account (Schrems 2014). Furthermore, 
this would have violated the ethical principles of beneficence and justice (Beauchamp & 
Childress 2009, Schrems 2014). It was important to examine these patients in a 
vulnerable position, since the study was considered to utilise patients on antipsychotic 
medication (Roberts et al. 2001, ANA 2015), and it was assumed that the gathered 
knowledge would be useful in developing methods to implement in everyday health care. 
Research ethics concerning the use of Finnish national registers in research is regulated 
by the Personal Data Act (523/1999) and the Act on the Opennes of Government 
Activities (621/1999). 
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5. RESULTS 
5.1  Characteristics of study participants 
The characteristics of the study participants in Phases II–IV are described in detail in 
Table 4. Study participants consisted of the participants from the Mobile.Net trial 
(Välimäki et al. 2012). Information of participants’ diagnoses (F00–F99) is described in 
Table 5. About 70% of participants had a diagnosis of schizophrenia, schizotypal and 
delusional disorders (F20-F29) or mood (affective) disorders (F30-F39), other were 
minor. 
Table 4. Characteristics of study participants in Phases II, III and IV 
Demographic 
charasteristics, 
mean (SD) or n (%) 
 Phase II 
N = 562 
 Phase III 
N = 558 
Phase IV 
N = 1139 
   n    n    n Intervention 
n = 569 
  n Control 
n = 570 
Age 562 38,6 (12,7) 558 38,5 (12,7) 569 38,5 (12,7) 569 38,0 (12,4) 
Gender 










   Single 















   None 
   Primary 
   vocational skill 
   certificate 






























   Employed 
   Retired 

















Age at first contact 
with psychiatric 
services 
555 27,4 (11,7) 551 27,4 (11,7) 562 27,4 (11,7) 560 26,9 (11,4) 
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Table 5. Diagnoses (F00–F99) of study participants in Phases II, III and IV 
 
5.2  The use of text message reminders in health care services 
It was found that text message reminders were widely used in different health care 
contexts, mostly in outpatient care, and among a variety of patient groups, patients with 
HIV/AIDS (15%), diabetes (13%) and asthma (8%) being the three most popular patient 
groups. Six studies focused on patients with mental health disorders: four studies (7%) 
focus on patients with schizophrenia and two studies (3%) on patients at mental health 
clinics. The sample size (4–9959 participants) of the studies was found to vary 
dramatically (Paper I, Multimedia Appendix 2). 
The use of text message reminders targeted to the improvement of patient treatment 
adherence (either medication or other treatment) and the increase in clinical appointment 
attendance. This was done either by using text message reminder as a single intervention 
or combining the reminders with another health intervention system (e.g. supportive text 
messages). The dose, frequency and timing of the text message reminders were found to 
vary, depending on the purpose of the reminders or depending on patient preferences or 
personal needs. Most commonly (in 35% of the studies) the text message reminders were 
sent daily. Reminders were sent once or several times per day and, in 22% of the studies, 
they were sent in morning hours (Paper I, Multimedia Appendix 2). 
The use of text message reminders had impacts on treatment adherence, appointment 
attendance or non-attendance and patient satisfaction. Impacts were assessed with 
multiple methods, such as existing databases, questionnaires, physiological measures or 
electronic monitoring. Treatment adherence, appointment attendance and patient 
satisfaction were reported to improve in three-quarters (77%) of the studies. At the same 
time, treatment discontinuations and missed medication doses decreased and patients’ 
attitudes towards medication improved. Patients were satisfied with the text message 
reminders; they were regarded as useful, easy to use and acceptable. Text message 
reminders were reported to have advantages over other reminding systems. This was due 
Diagnosis (ICD-10),  
n (%) 
Phase II 
N = 562 
Phase III 
N = 558 
Phase IV 
N = 1139 
   Intervention 
n = 569 
Control 
n = 570 
Schizophrenia, schizotypal and 
delusional disorders (F20-F29) 
210 (37) 210 (38) 212 (37) 209 (36) 
Mood [affective] disorders (F30-
F39) 
158 (28) 155 (28) 163 (29) 163 (29) 
Disorders of adult personality 
and behaviour (F60-F69) 
70 (12) 70 (12) 71 (12) 63 (11) 
 
Others 124 (22) 123 (20) 123 (22) 135 (24) 
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to their cost-effectiveness, ubiquity, simultaneous delivery and reduced numbers of 
health care personnel required, compared to other methods. However, text message 
reminders neither increased appointment attendance at orthodontic or diabetes clinics 
nor improved adherence to acne or lupus erythematosus treatment or contraceptive pill 
use. Despite the beneficial characteristics of text message reminders, some limitations 
for their use in health care settings came up, such as privacy concerns (e.g. lost mobile 
phones, the possibility of someone other than the intended recipient reading personal 
messages), technical problems (e.g. changed mobile phone numbers, undelivered 
messages) and adaptation to the reminders (e.g. a patient who quit reading the reminders) 
(Paper I). 
5.3  Patients’ preferences regarding text message reminders in 
encouraging patient treatment adherence 
Participants (n = 562) taking antipsychotic medication selected, on average, 10 text 
message reminders per month (range 2–25) from the three message categories offered 
(medication, appointment and free time). Patients preferred text messages with slightly 
humorous content (Figure 1 in Paper II). They also preferred to receive text message 
reminders at the beginning of the week (Monday and Tuesday) and in the mornings 
(6am–12pm) (Paper II). 
Participant preferences considering the amount and timing of the text message reminders 
(on the monthly level) were related to their sociodemographic characteristics (two factor 
interactions were detected) (Table 6) (Paper II). Participant preferences (statistically 
significant) are presented as up (↑) or down (↓) arrows, indicating the preferred amount 
of text message messages. For example, older men preferred fewer messages [arrow 
down (↓)] than older women [arrow up (↑)].  
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Table 6. Summary of associations between the sociodemographic characteristics of 
patients and their preferred text message reminders 




Older women  ↑ Older men ↓ 






Older women at 
first contact with 
psychiatric services 
↓ 
 Younger married, 
widowed, and 
divorced  
↑ Older married, 
widowed, and  
divorced 
↓ 
 Older single ↑ Younger single ↓ 
 Older married, 
widowed, and 




↑ Older the single 







Older  ↑ Younger ↓ 















Single ↑ Married, widowed, 
and divorced 
↓ 
↑ = Participant preferred more messages compared to others  
↓ = Participant preferred fewer messages compared to others 
 
Preferences regarding the amount, timing or content of the text message reminders 
changed a little over time. Around 6% of the patients (33/562) were not satisfied with 
the timing or content of the text message reminders and wanted to stop or change specific 
messages. Incorrect text message reminders were entered into the semiautomatic system 
in 98 cases. Reasons for stopping to receive text message reminders during the study 
included, for example, that the patient felt the reminders were not useful anymore due to 
improved health conditions or that the messages were annoying. Of the 562 participants, 
4% (n = 23) wished to stop receiving text messages during the study period (Paper II). 
5.4  Patient feedback on text message reminders 
A total of 403 participants (N = 558) with antipsychotic medication gave feedback on 
text message reminders after 12 months of intervention. Of these participants, 72% 
reported that they were satisfied with the intervention. They found the reminders easy to 
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use (98%), harmless (87%) and useful (61%), and further, 64% were willing to receive 
text message reminders in the future. Fewer than 10% of participants expressed their 
satisfaction with the intervention at the beginning of the study, but their satisfaction 
decreased over the course of the trial (Table 2 in Paper III).  
Nearly half (46%) gave 100% positive feedback on text message reminders, and it was 
interpreted that these participants were ‘fully satisfied’. A total of 51 participants (69% 
female), expressed that the text message reminders caused them harm (e.g. irritation, 
disturbance). These participants were around 40 years old, single (47%) and retired (55%). 
Participants who did not give their feedback on text message reminders significantly 
differed in their demographics (p < 0.05) from those who gave feedback; those who did 
not give feedback were younger, were most often male, had no vocational education, and 
were younger at the time of first contact with psychiatric services (Paper III). 
Also, of the participants who gave feedback, statistically significant associations 
between their sociodemographic characteristics and their feedback on text message 
reminders were found. Divorced participants found the reminders useful more often than 
participants in other marital status groups (χ2 = 13.2, p = 0.040), and women were more 
often of the opinion that text message reminders caused harm, when compared to men 
(16% vs. 9%, χ2 = 4.0, p = 0.045). Job seekers (χ2 = 10.8, p = 0.029), and participants 
recruited in hospitals located in Western Finland (p = 0.048) were more often fully 
satisfied with text message reminders than patients in other sociodemographic groups. 
The age of participants at first contact with psychiatric services was found to be a 
statistically significant (p = 0.007) predictor of patient satisfaction with text message 
reminders (OR = 1.02, 95% confidence interval 1.01 to 1.04). The older people were, 
the more often they were fully satisfied (Paper III). 
5.5  Patient recruitment and retention in a text message-based trial 
Patient recruitment was structurally mapped and evaluated. A total amount of 11 530 
screeners were completed during the 15 month recruitment period. Of the candidates who 
completed a screener, 36% were eligible (n = 4184). Consent was requested from 3417 
eligible participants, and 2278 of those individuals refused to participate in the study at 
that point of contact in the psychiatric ward, meaning there was a refusal rate of 67%. After 
the screening, eligibility assessment and refusals, a total of 1139 participants (27%) gave 
consent, were enrolled and then randomised (Figure 1 in Paper IV). The average 
recruitment speed was 76 participants per month and 2,5 participants per day (Paper IV). 
Participant retention was evaluated through intervention attrition (i.e. treatment attrition) 
and follow-up attrition (i.e. measurement attrition). The results were presented as 
dropout rates (Table 7) (Paper IV). 
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(n = 563) 
Telephone 
interview 
(n = 558) 
Withdrew from 
follow-up 
(n = 1123) 
Postal 
survey 
(n = 1123) 
Register 
data  
(n = 1123) 
Total 27 (4,8) 155 (28) 35 (3) 589 (52) 4 (0,4) 
Intervention 
group 
27 (4,8) 155 (28) 31 (5,5) 294 (52) 0 (0) 
Control group N/A2 N/A 4 (0,7) 295 (53) 4 (0,4) 
1SMS = Short Message Service (text message) 
 2N/A = not available 
 
Demographic characteristics were associated with who was likely to be recruited and 
also who dropped out. First, non-eligible patients were older (43,7 vs. 39,2 p < 0.001) 
and more often male (56% vs. 44% p < 0.001) than eligible patients. Patients, who 
refused to participate, were older than patients who consented (40,2 vs. 38,3 p = 0.001). 
Second, participants who dropped out (n = 27) from the text message-based intervention 
were more often female (n = 21) than male (n = 6) (78% vs. 22%, p = 0.009). Third, 
younger, male, participants with no vocational education as well as those who were 
younger at the time of contacting psychiatric services for the first time were detected as 
statistically significant differences related to dropping out from the telephone interviews 
(for more details, see Papers III and IV). Fourth, participants who left the study early 
were more often female than male (77% vs. 23% p = 0.002). Fifth, demographic 
characteristics (age, gender, marital status, vocational education, employment status, 
diagnosis and age of first contact) were also detected as being statistically significant 
regarding dropping out from the postal survey (see more detailed: Table 3 in Paper IV). 
Finally, the register data of 4 participants out of 1123 (0,4%) could not be retrieved. Due 
to the small number of dropouts (n = 4) in the register data any statistical calculations 
between participants and dropouts could not be performed (Paper IV). 
According to the logistic regression analyses, the participants with the following 
characteristics were detected as having a higher risk to not participate in the postal 
survey: older, female, having no or only primary vocational education, and being retired. 
Differences were statistically significant (p < 0.05) (Paper IV). 
5.6  Summary of results related to the Behavioral Intervention 
Technology Model (BIT model) 
The Behavioral Intervention Technology Model (BIT model) answers the questions 
“why”, “how”, “what” and “when” (Mohr et al. 2014, Mohr et al. 2015), aiming to 
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characterise behavioural intervention technology interventions (Mohr et al. 2014).  First, 
the question “why” was answered in Phases I, III and IV. Based on the literature review, 
the clinical aim of the included studies were to describe the use of text message 
reminders in the context of health care (Phase I). Usage aims were evaluated with the 
patient feedback on text message reminders (Phase III) and by evaluating attrition and 
retention in a text message-based trial and intervention (Phase IV). In Phases II–IV the 
clinical aim was to support treatment adherence among people with antipsychotic 
medication. Second, the question “how” was answered in Phase I, which aimed to 
describe the use of text message reminders. Third, the questions “what”, “how” and 
“when” were answered in Phases II and III. Patient feedback reflected on the elements 
and characteristics of text message reminders (Phase III), and patient preferences 
encompassed the workflow of the text message reminders (Phase IV). Finally, clinical 
outcomes will be assessed later with a randomised controlled trial. A summary of the 
BIT model (Mohr et al. 2014) in the study context is described in Table 8. 
Table 8. Summary of the Behavioral Intervention Technology Model (Mohr et al. 2014) 
in the study context 
Level Questions BIT component BIT model in the study context 
Theoretical Why Aim Clinical aim: to support treatment adherence 
among patients with antipsychotic medication 
 For what purposes have SMS reminders 
been used? (Paper I) 
 
Usage aims: maintenance of user 
engagement, use of intervention tool  
Patient feedback on SMS reminder use 







Motivation enhancement  For what 
purposes have SMS reminders been used? 
(Paper I) 
Instantiation What Elements Text messaging, SMS  patient feedback 
on SMS reminder use (Paper III) and 
retention vs. attrition (Paper IV) 
 How 
(technical) 
Characteristics Medium: text, Complexity: simple  patient 
feedback on SMS reminder use (Paper III) 
 When Workflow User defined  patient preferences 
regarding amount, timing and frequency 
of SMS reminders (Paper II) and retention 
vs. attrition (Paper IV) 
50 Results  
 
Figure 5. Description of study results related to the Behavioral Intervention Technology 






Elements: SMS reminders 
Patients’ satisfaction on 
SMS reminders, useful, easy 
to use, no harm (Phase III) 
 
Characteristics: simple 
Patient satisfaction with 
SMS reminders, useful, easy 
to use, no harm (Phase III) 
 
 
Workflow: user-defined  
Patients preferred SMS 
reminders at the beginning 
of the week and early in the 
morning. Age, gender and 
marital status seemed to be 
linked to the preferred 
amount and timing of the 









effectiveness of SMS 
reminders will be 
assessed by RCT 
 
Use:  
engagement to SMS 
reminders  patient 
engagement in using 
SMS reminders 
during the trial i.e. 
low discontinuation 
of text message 


















patient willingness to use 
SMS reminders in the future 
(Phase III) 
patient engagement in using 
SMS reminders during the 
trial i.e. low discontinuation 





support, monitoring (Phase I) 
support/ motivation 
   
Detailed description of study results related to the Behavioral Intervention Technology 
Model (Mohr et al. 2014) are presented in Figure 5. 
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6. DISCUSSION 
6.1  Validity and reliability of the study 
Validity and reliability of each study phase (Phases I–IV, respectively) are discussed on 
the basis of the research methods used. 
In Phase I, the validity and reliability of the systematic literature review was critically 
appraised according to the criteria posed by Booth and colleagues (2012). These criteria 
focused on external validity of the systematic literature review, internal validity and 
reliability of the methods used. External validity of the literature review is defined as 
generalisability of the results in other participants or settings. Internal validity, on the 
other hand, is defined as the degree to which the literature review is conducted to prevent 
bias (Booth et al. 2012). Internal validity was further divided into four key areas 
concerning review questions, literature search, inclusion and exclusion criteria and the 
methodological quality of the studies included in the review (Thompson et al. 2012). 
Reliability of the literature review encompasses the trustworthiness of the literature 
review (Booth et al. 2012). 
External validity of the systematic literature review was critically appraised for the 
generalisability of the results (Booth et al. 2012). Inclusion criteria were not limited to a 
specific patient group, which may not have provided a deep understanding of the use of 
text message reminders among a particular patient group, but rather gives general 
knowledge of various contexts in health care. Studies related to, for example, patients in 
psychiatric care were found, but they were scarce. Given this, more specific knowledge 
is needed regarding people with severe mental disorders. Moreover, based on the present 
literature review, firm conclusions cannot be drawn and strong recommendations for 
clinical practice cannot be made. However, the literature review formed a perception of 
text message reminder use in the context of health care, and therefore, the selection of 
this design can be justified. 
Internal validity of the systematic literature review was critically appraised using four 
key areas that are used to determine the existence of bias (Thompson et al. 2012). First, 
the review questions were set up based on the PICO strategy to delineate the literature 
search (Santos et al. 2007, Schardt et al. 2007), which increased the internal validity of 
the review. However, the search terms were set to focus only on text messages and 
reminders or reminding systems, instead of using the whole PICO strategy. It is possible, 
that search terms were too wide, restraining the literature search to focus on relevant 
literature. On the other hand, the literature search was not purposely limited to a specific 
patient group in order to form a comprehensive conception of its use in health care.  
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Second, a comprehensive literature search from six relevant electronic databases 
supplemented by a manual hand search was conducted to find all relevant studies 
concerning the use of text message reminders in health care. However, there were no 
attempts to contact any experts on text message reminders to inquire about any 
unpublished research. It is possible, that relevant data regarding the use of text message 
reminders was missed. In addition, the literature search was restricted to English 
language studies only, which may have limited our study findings and biased the 
interpretation of results (Egger et al. 1997). On the other hand, contradictory results have 
also been revealed regarding English language restriction, stating that language 
restriction does not cause systematic bias on systematic reviews (Morrison et al. 2012). 
In this light, we are reluctant to consider language restriction to have decreased the 
internal validity of the systematic review.  
Third, inclusion and exclusion criteria were defined a priori on the basis of the research 
questions. Inclusion criteria were not specified to a particular study design, patient group 
or diagnosis group, leading to heterogeneity of the included studies, which further 
decreased internal validity of the literature review (Harris et al. 2014). However, more 
specified inclusion criteria would not have met the review questions posed and would 
have restricted study findings to a specific patient group, which was not the aim of the 
review. Finally, to further improve internal validity of the systematic literature review, 
the methodological quality of the included studies was appraised using the Mixed 
Method Appraisal Tool (MMAT) by Pluye et al. 2011. The MMAT appraisal tool was 
chosen since it was designed for the quality appraisal of both qualitative and quantitative 
studies and confirmed to be an efficient appraisal tool (Souto et al. 2015). Studies were 
not excluded on the basis of the quality appraisal, so the quality of included studies 
varied. Given this, it was difficult to synthesise results of included studies and draw firm 
conclusions. This may have biased our findings (Khan et al. 2011). 
Reliability of the systematic literature review was critically appraised in order to describe 
the trustworthiness of the results (Booth et al. 2012). First, the literature review process 
was conducted systematically and was reported in detail to be reproducible, thus 
increasing the reliability of the literature review (Figure 1 in Paper I). Second, the study 
selection was based on the independent assessment of two separate authors, but data 
extraction was done by only one author. This may impacted results and decreased the 
reliability of the review. On the other hand, the CONSORT-EHEALTH checklist 
(Eysenbach et al. 2011) was used to improve consistency of the data extraction, further 
improve reliability (CRD 2009). However, all items of the checklist were not usable 
among all included studies, since studies other than randomised controlled trials were 
also included. Third, heterogeneity of the included studies (related to study design, 
population, sample size, intervention description and outcomes measured) made the data 
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synthesis challenging. No statistical methods were used (Shamseer et al. 2015). This may 
have decreased the reliability of the review. Therefore, a narrative approach was justified 
and chosen over a meta-analysis (CRD 2009).  
In Phase II, validity and reliability of the structured analysis of a sub-sample were 
considered through a list of criteria posed by Peat et al. (2002) (also e.g. Pittman & Bakas 
2010, Polit & Beck 2012). These criteria included external validity of the study results, 
internal validity of the study and reliability of the methods used. 
First, external validity of study results was subjectively assessed regarding the sample, 
which included a variety of people with antipsychotic medication (not only people with 
schizophrenia). Participants chose their text message reminders with a nurse in the 
psychiatric hospital at the time of their discharge process. It is significant to remember 
that the locations where participants chose their text messages, i.e. the various hospitals 
participating in the study, may have differed from each other (e.g. in how personnel 
related to patients), which may have threatened the external validity of the study. The 
study was conducted at 45 hospital wards in 24 organisations providing psychiatric care 
in Finland in the hopes that bias due to location would be minimal. Even so, a degree of 
caution is necessary when generalizing the results of people in psychiatric outpatient 
care, since the message selection occurred in hospital and people with severe mental 
disorders tend to be inconsistent with their preferences over time (Gard et al. 2011). This 
was taken into account, and patients’ requests for changes regarding the text messages 
were analysed. According to the results, the changes were minor, which did not confirm 
the statement about the participants’ inconsistent preferences. This can further be 
interpreted as strengthening the external validity of the results. Participant preferences 
do not shed light on long term use of text message reminders, and therefore, it is 
important to study participant feedback on using the reminders. 
Second, internal validity of the data collection instrument (i.e. the paper booklet 
consisting of text message options) used to analyse patient preferences was assessed, 
since it is important to estimate the extent to which the data collection instrument fulfills 
its objective to collect accurate data (Peat et al. 2002). Due to a lack of existing text 
message reminder interventions intended for people with severe mental disorders in 
Finland, a specific text message selection was developed. The development of text 
message items (e.g. content of the messages) in the paper booklet was based on an expert 
review, which included patients, members of the research group and health care 
personnel (face validity). The adequacy of text message items was improved based on 
previous literature relating to factors affecting patient treatment adherence and their need 
for support in daily activities (content validity). This improved the internal validity of 
the instrument. However, no statistical measurements were used to assess the validity of 
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the instrument (Peat et al. 2002). Items related to medication and follow-up appointments 
were compulsory, restricting participants’ text message selection. At the same time, free-
time messages were optional. This may have skewed the results regarding patient 
preferences and restricted interpretation of the results. Preferences were analysed on the 
basis of 562 (N = 569) participants, which represents 99% of the total sample. 
Third, reliability (also known as repeatability) of the instrument used was reviewed. The 
paper booklet was standardised, and items were the same for all participants. Each 
participant’s text message selection was documented in the booklet. This improved 
accuracy and repeatability of the instrument. Research Nurses who assisted participants 
with the text message selection were trained beforehand to avoid response bias and to 
increase the reliability of the instrument. Given this, the equivalence of the instrument 
at the various locations was guaranteed and allowed for reliable results despite the 
multicentred nature of the study (interrater reliability) (Pittman & Bakas 2010). 
In Phase III, validity and reliability of the cross-sectional survey were evaluated based 
on criteria described by Peat et al. (2002) (also e.g. Pittman & Bakas 2010, Polit & Beck 
2012). These criteria included the external validity of the study results, the internal 
validity of the study and the reliability of the methods used. 
First, the external validity of the study results was subjectively judged regarding a 
sample consisting of a variety of people with antipsychotic medication (not only people 
with schizophrenia) in various locations across the country. This may have extended the 
generalisability of the result to apply to people treated in psychiatric outpatient care in 
Finland. A degree of caution is necessary, since men (44%) were slightly under-
represented in this study, when compared with the statistics, which state that the 
proportion of men was 53% of  those on antipsychotic medication, in 2013 (National 
Institute for Health and Welfare 2015). However, the generalisability of the study results 
is further confirmed when considering the distribution of the participants’ age, marital 
statuses, education, and employment situations, which can be seen as similar to those of 
Perälä et al. (2008). On the other hand, 28% of the participants did not give feedback on 
the text message reminders, and, statistically, they differed significantly (p = 0.05) from 
those who gave their feedback (Table 1 in Paper III). Given this, the generalisability of 
study results is diminished, since we do not know why these people did not give 
feedback. It is possible that they were not interested, motivated or capable of using 
mobile technology. This may even harm the perception that people with severe mental 
disorders are confident in using mobile technology (Ennis et al. 2012). 
Second, the internal validity of the study was reviewed regarding its measurements and 
methods, since the robustness and soundness of the study depend on the quality of the 
 Discussion 55 
data collection (Peat et al. 2002, Pittman & Bakas 2010).  A self-developed five-item 
questionnaire was used instead of a previously validated instrument, which may have 
decreased the internal validity of the study (Grove et al. 2013). However, we tried to 
improve the internal validity by: 1) having the appearance of the set of items (e.g. 
wording) in the instrument approved by an expert review board, which consisted of 
members of the research group (face validity); 2) improving the adequacy of the items 
(content validity) by basing the questionnaire on the Technology Acceptance Model 
(TAM) (Davis 1989, Davis et al. 1989) and on the basis of an expert review and a priori 
service user consultation. Despite these improvements no statistical measurements were 
used to assess the validity of the instrument. It is notable that an already existing 
instrument (e.g. System Usability Scale [SUS]) by Brooke 1986) could have been 
selected. Despite this, the self-developed instrument ended up being used in order to 
keep the data collection simple and appropriate for the target population, keeping in mind 
the impact of this decision on the internal validity of the study. Study results regarding 
participant feedback on text message reminders are consistent with the previous 
literature, indicating that the instrument measured what is was expected to measure (Peat 
et al. 2002). This is an important point in justifying the use of this subjective self-
developed measurement tool.  Due to the 12 month study period, it is difficult to assess 
the impact of extraneous variables (Flannelly et al. 2014), but considering the study 
results, it may be assumed that patient responses were not biased due to 
misunderstanding the questionnaire items or maturation, for example.  
Third, to determine the reliability of the study, its methods i.e. the precision of the 
survey questionnaire, were reviewed. The questionnaire was standardised (Boynton & 
Greenhalgh 2004) so that the questions were the same for everybody. Items were posed 
logically in the same order for all participants, and a predefined interview protocol was 
followed to avoid response bias. This made it possible for the members of the research 
group to get consistent measurement results during telephone interviews (interrater 
reliability) (Pittman & Bakas 2010). A Kuder-Richardson 20 (KR-20) coefficient value 
of 0,68 indicated the internal consistency of the instrument (minimally acceptable 
according to DeVellis 2012). According to this, the selection of more accurate and 
previously validated instrument would have improved the reliability and validity of 
the study, and further enhanced the objectivity of the study results (Pittman & Bakas 
2010). 
In Phase IV, criteria described by Gray (2014) were used to assess the validity and 
reliability of the evaluative design. These criteria included validity, reliability and 
objectivity. Gray (2014) defines validity as the extent to which data are credible and 
accurate. Reliability is defined as the intensity to which the data collection instrument 
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gives identical results at different points in time. Objectivity is defined as the credibility 
of the evaluator and the degree to which justice is addressed (Gray 2014). 
First, the validity of the evaluative study was assessed based on the research instruments 
used, since they must measure what they are intended to measure (Gray 2014). The 
recruitment and follow-up monitoring sheets were developed based on Turku CRC 
(2012) guidelines to improve the validity of the study. The research group assessed the 
face validity of the monitoring sheets, and made corrections if needed. Face validity of 
an instrument is often considered to be the weakest form of validity (Grove et al. 2013). 
However, in evaluative studies it may have some value, since it may help people 
responsible for implementing evaluation results to have confidence in the evaluation 
measurement and results (Gray 2014). Therefore, existing guidelines were used in the 
development of the monitoring sheets. Predictive validity is understood as the degree to 
which the evaluation findings are able to predict impacts of a certain programme on 
participant performance (Gray 2014). In the present study, patient recruitment and 
follow-up was evaluated to gain knowledge about challenges and characteristics of 
participants that affected who would likely drop out and who would stay in the trial. This 
knowledge can be important considering future implementation of text message 
reminders as part of mental health care in Finland. However, no data about the 
participants’ skills in using mobile phones or text message reminders were gathered. 
This may hamper the predictability of text message reminders use in the future. 
Second, the reliability of the evaluative design was assessed through research 
instruments used (Gray 2014), i.e. recruitment and follow-up monitoring sheets and 
register data. Recruitment and follow-up monitoring sheets were developed based on 
Turku CRC (2012) guidelines to improve reliability of the study. Research Nurses at 
each study ward were  instructed how to fill recruitment monitoring sheets in order to 
improve consistency between Research Nurses within wards and between organisations 
(interrater reliability) (Pittman & Bakas 2010). It is possible that all Research Nurses 
were not motivated to recruit participants, since, for example, consent was not asked 
from 18% (769/7186) of possible participants. There were also differences between 
study sites. This is surprising, since monitoring calls were made regularly to motivate 
research nurses to recruit patients and to find out if any difficulties related to recruitment 
existed in the wards. Moreover, this is concerning, since a substantial proportion of 
possible participants were not given the chance to participate, and this may have biased 
the results. Similarly, research staff was trained to fill in follow-up monitoring sheets to 
improve the reliability of the study. The reliability assessment of the register data is 
based on previous literature, which suggests that the accuracy and completeness of the 
register varies from satisfactory to very good (Sund 2012). Only 0,4% (4/1123) of the 
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participants’ data was not found from the register due to possible mistakes in 
documenting social security numbers. 
Third, the objectivity of the evaluation was assessed by the evaluator herself (Gray 
2014). Data collection instruments based on guidelines (Turku CRC 2012) and a national 
register were used so as to keep the evaluation as credible as possible. However, no 
external consultants were used during the evaluation process. 
6.2  Discussion of the main findings 
6.2.1  The use of text message reminders in health care services 
We found that text message reminders are widely used in various health care settings to 
improve patient medication adherence and to reduce clinical appointment attendance. 
This finding is in line with the previous literature, in which mobile technologies are seen 
to be an important platform for delivering health interventions (Klasnja & Pratt 2012, 
Ben-Zeev et al. 2013). Moreover, the literature review showed that text message 
reminders are useful, easy to use, and that patients are generally satisfied with the 
reminders and willing to receive the reminders in the future. This is consistent with 
previous studies, where text messages are considered as a flexible and acceptable 
intervention method (Klasnja & Pratt 2012). However, concerns related to patient 
privacy were reported. Similar concerns have been expressed in previous studies (e.g. da 
Costa et al. 2010, Branson et al. 2013). This may restrict the wider implementation of 
text message reminders in health care in the future. Given this, it is essential to keep the 
content of the text message reminders neutral and anonymous in order to protect patients’ 
privacy and avoid stigmatisation. On the other hand, it has been stated that it is safe to 
use text messages in health care (Finnish Data Protection Ombudsman 2010), which 
encourages the findings of this literature review. Moreover, findings of the literature 
review highlight the use of text message reminders among multiple patient groups, for 
example, among patients with schizophrenia. However, studies related to this patient 
group were not so common. 
Text message reminder use was detected to have overall positive impacts on medication 
adherence and appointment attendance, although a meta-analysis was not conducted in 
the literature review. Previous literature reviews are, however, in disagreement when it 
comes to the impacts of text message use in health care interventions. Some literature 
reviews suggest that text message reminders may have a positive impact on patient 
adherence to chronic medication (Vervloet et al. 2012), antiretroviral therapy (Horvath 
et al. 2012) and appointment attendance (Car et al. 2012), whereas others reported very 
limited evidence that text message use improves medication adherence (Free et al. 
2013a, Kauppi et al. 2014) or only modest improvements in appointment attendance 
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(Free et al. 2013b). Discrepancies concerning the impacts of text message reminders are 
often due to the paucity of high-quality data (Nglazi et al. 2013), which was the case in 
the present literature review. Therefore, on the basis of these findings, firm conclusions 
about the impacts of the use of text message reminders are difficult to draw. Given this, 
more rigorous and high-quality studies are needed. Research concerning the use of text 
message reminders among people with schizophrenia was also incoherent. For this 
reason, more studies are needed to evaluate if text message reminders are feasible and 
acceptable, especially among people with severe mental disorders. 
6.2.2  Patient preferences regarding text message reminders in encouraging 
patient treatment adherence 
A wide variety of text message reminders were chosen from all (both compulsory and 
optional) text message categories offered (i.e. medication, appointment and free-time). 
Participants preferred slightly humorous and encouraging messages, which is in line with 
previous literature (Curioso et al. 2009, Gold et al. 2010). This may indicate the 
acceptability and feasibility of mobile-based interventions in encouraging patient 
treatment adherence (Alvarez-Jiménez et al. 2014). Furthermore, our study findings 
concerning the diversity of the chosen text message content may reflect patients’ 
individual needs related to their self-management, although preferences and needs 
should not be mixed. However, it has been suggested in previous literature that health-
related technologies are often developed without analysing users’ needs (Thielke et al. 
2012). Still, it is important to take patient preferences into consideration in order to 
ensure the benefits of the text message reminders, since without a patient’s own interest 
in mobile health technologies, they will not benefit from the technology offered (Bauer 
et al. 2014). 
Our study findings showed that most of the participants prefer to receive text message 
reminders at the beginning of the week and early in the mornings. This is an interesting 
finding, since previous literature suggests that the daily routines of people with severe 
mental disorders are easily disrupted often interfered (Minato & Zemke 2004, Harvey & 
Strassnig 2012, Galderisi et al. 2014). However, according to the findings of the present 
study, it is possible that participants wanted to get more support for their daily routines 
and daily living skills, such as getting up in the morning. Consequently, this supports the 
assumption that people with severe mental disorders need help in coping with their daily 
activities (Minato & Zemke 2004, Harvey & Strassnig 2012) and support in the 
integration to the community (Beresford et al. 2005). The findings of the present study 
are significant, since people with severe mental disorders are more likely to lose their 
jobs than people without mental health disorders (OECD 2011). The fact that they 
preferred to receive reminders supporting their daily routines may indicate their 
willingness to be independent and ‘as normal as possible’ (Priebe et al. 2005), despite 
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their illness. By respecting patient preferences concerning text message reminders, it is 
possible that their acceptance of text message-based interventions can be strengthened, 
which is important in their integration into the patients’ everyday life (Vervloet et al. 
2012). Given this, we may further assume that patients in our study were able to integrate 
text message reminders as part of their daily life, since the amount of discontinued text 
message reminders was low. 
Age, gender and marital status seemed to have various associations on the preferred 
amount and timing of the selected text message reminders, though the evidence was not 
so robust. For example, younger singles preferred less text message reminders than older 
singles, while older women preferred more text message reminders than older men. This 
was surprising, and our study results did not unequivocally confirm the fact that younger 
people, who are generally more familiar with the technology (Smith 2011), would prefer 
more reminders than older participants, who may be tentative to use mobile phones 
(Kurniawan 2008). This is an important finding and may demonstrate the possibility of 
text message reminders use among a wide variety of patients, regardless of age, gender 
or marital status. Accordingly, this further emphasises the need to tailor interventions 
respecting patient preferences (Evans et al. 2007), develop the content of text messages 
depending on the target population, personalise the text message reminders according to 
patient preferences (Mohr et al. 2014), and utilise user-driven workflow, which allows 
the user to decide the sequence and timing of reminders use (Mohr et al. 2015). At the 
same time, user engagement with reminders can be improved when they find the 
messages relevant (Mohr et al. 2014), and patients benefit from the reminders as is 
intended (Bauer et al. 2014). Therefore, it is essential to study patient feedback on text 
message-based interventions. 
6.2.3  Patient feedback on text message reminders 
Participants gave very positive and encouraging feedback on their use of text message 
reminders, which is in line with previous studies (e.g. Branson et al. 2013, Palmier-Claus 
et al. 2013, Ben-Zeev et al. 2014a, Bogart et al. 2014). Moreover, as previous literature 
asserts that people with severe mental disorders are confident using mobile technologies 
(Ennis et al. 2012), it was not surprising that almost all participants found text message 
reminders easy to use in our study. However, it has been expressed that patients with 
severe mental disorders do not interact with technology to the same extent as people 
without mental disorders (Harvey & Keefe 2012). Ben-Zeev and colleagues (2013) 
found out, for example, that barriers to mobile phone ownership among mobile phone 
non-users (28%, 444/1568) in this patient group were costs, lack of interest or necessity 
and a patient not knowing how to use a mobile phone. Available research, however, 
suggests that people with severe mental disorders are familiar with mobile phones and 
generally have easy access to them (Ennis et al. 2012). Moreover, they are able and 
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willing to use mobile-based interventions when given the opportunity, and they learn 
quickly and remember how to use mobile technology with the help of appropriate 
training (Ben-Zeev 2012, Ben-Zeev et al. 2014a). Given this, on the basis of our study 
findings and confirmed with previous literature, severe mental disorders themselves 
cannot be regarded as barriers for the use of text message-based interventions in health 
care meant to improve patient self-management. This is further supported in our study, 
since only a minority of participants reported that text message reminders caused them 
harm (e.g. irritation or disturbance). In this light, our study findings are very promising, 
demonstrating that text message reminders are a feasible and acceptable reminder system 
among people with severe mental disorders. In order to develop text message reminder 
systems further and increase their acceptability even more, it is essential to explore what 
kinds of harm text message reminders can possibly cause, since there is a lack of studies 
reporting this type of damage (Gurol-Urganci et al. 2013). 
Age, gender and employment status tended to play roles related to participant feedback 
on text message reminders.  First, contradictory to previous studies that suggest young 
people are familiar with using ICT (Pew Research Center 2014), our study results 
revealed that participants who were older at the time of their first contact with psychiatric 
services were most often fully satisfied with text message reminders. This may indicate 
that a simple reminder based on already existing technology may be acceptable for older 
people (Mitzner et al. 2010), whereas younger groups may want more action and 
interactive systems (Baranowski et al. 2008). Second, women reported text message 
reminders causing harm more often than men. This was unexpected, since women have 
been reported to use text messages more than men (Cellular News 2011, Miller et al. 
2014). On the other hand, women tend to be less confident when using mobile phones 
than men (Ennis et al. 2012). Miller and colleagues (2014) found that people with 
schizophrenia reported feeling paranoid when using computers (women more often than 
men) (Miller et al. 2014). In this light, our study findings suggest that using text message 
reminders instead of computers may be a more feasible and acceptable type of 
intervention among people with severe mental disorders. Third, job seekers were more 
often fully satisfied with the text message reminders compared with other groups. This 
is a promising result, indicating that people with severe mental disorders may be willing 
to cope and improve their daily activities (Priebe et al. 2005), especially since 
unemployment is common among these people (Evans-Lacko et al. 2013, OECD 2011). 
To conclude, despite differences in the patients’ feedback related to their 
sociodemographic characteristics, text message reminders seem to be a feasible and 
acceptable method, but indicate that there is a desire tailored intervention. 
Moreover, participants in West Finland reported greater satisfaction with the text 
message reminders than participants in other areas of Finland. This finding may reflect 
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mental health services in general, since equal access to mental health care is a problem 
in Finland (Patana 2014, OECD 2015). The use of mental health services has decreased 
slightly in West Finland, which may refer to problems in the availability of mental health 
services (Wahlbeck et al. 2015). This may indicate that people who may not have access 
to mental health services found text message reminders as an aid to cope and self-
manage, and were satisfied. This is encouraging, and text message reminders may be a 
potential intervention to supplement mental health services in the areas where the 
availability of mental health services has been decreased. This further encourages text 
message reminder use for people who would otherwise not be able to access care (Mohr 
et al. 2013a, Brian & Ben-Zeev 2014). These results are a remarkable value for policy 
makers, managers in health care and health care personnel, when considering future 
development of text message reminders, tailoring (Evans et al. 2007), personalising and 
while planning the implementation of text message reminders in clinical practice (Mohr 
et al. 2014). Patient feedback is needed if there is to be user-driven utilization of mobile 
technology as a part of patient treatment and their daily life (Department of Health 2014). 
We lacked 28% of the participants’ feedback on text message reminders. In previous 
literature, low survey questionnaire rates among people with mental health problems 
have been an issue of concern (Kessler et al. 2005, Perälä et al. 2007, Jørgensen et al. 
2014, Wahlbeck et al. 2015). One possible reason for this lack of feedback may be that 
these people were not active technology users, compared to those who responded to the 
questionnaire, and therefore did not give their feedback. This may also indicate that these 
participants were not satisfied with the text message reminders offered. On the other 
hand, we did not reach all study participants by phone due to, for example, an 
unobtainable telephone number or a given telephone number not being in use (Paper III). 
This may be due to prepaid airtime (Ben-Zeev et al. 2013) or a broken mobile phone 
(Branson et al. 2013). Our study results do not show how many participants actually used 
the text message reminder system offered. Mobile phone ownership is common among 
people with severe mental disorders (Firth et al. 2015). However, smart phone ownership 
is lower than that of the general population, mostly due to cost (Glick et al. 2015). This 
needs to be taken into consideration when developing interventions to encourage patient 
treatment adherence. Existing technology should be made use of, since it can be seen as 
an underutilised resource in mental health care (Farrington et al. 2014). 
6.2.4  Patient recruitment and retention in a text message-based trial 
Less than ten percent (9,9%, 1139/11530) of patients screened for eligibility to 
participate in the study were recruited to the multicentre randomised trial. This was not 
surprising, as previous studies have reported also having difficulties in recruiting 
adequate amounts of participants with severe mental disorder (Gilbody et al. 2002, 
Jørgensen et al. 2014). Finding eligible participants was also a challenge in our study. 
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Less than 40% of patients appeared eligible, which is lower than, for example, in the 
study of Jørgensen and colleagues (2014), which had a 47% eligibility rate. It is possible 
that eligibility criteria were set to be too tight in our study, since one-third of participants 
were not eligible due to not being on an antipsychotic medication at the time of the 
recruitment (Figure 1 in Paper IV). Having too strict eligibility criteria may lower the 
amount of recruited participants (Treweek et al. 2010). On the other hand, having too 
broad eligibility criteria may have decreased the generalisability of the results. Again, if 
we had restricted our eligibility criteria to consider only people with schizophrenia, we 
could generalise our study result for this population only. 
During the recruitment, some screeners expressed their inability to use mobile phones or 
text messages, which excluded them from participation. We found this surprising, since 
mobile phone text messages have been proven to be feasible (Ennis et al. 2012, Palmier-
Claus et al. 2013, Ben-Zeev et al. 2014a) and easy to use (see Paper III) among people 
with severe mental disorders. On the other hand, it has been suggested that 20% of people 
with severe mental disorders do not have the ability to use mobile phones (Ben-Zeev et 
al. 2013), and they do not use technology as much as other people (Harvey & Keefe 
2012).  However, given the reported familiarity (Ennis et al. 2012) and risen popularity 
of mobile phone use among people with severe mental disorders (Firth et al. 2015), it is 
still correct to assume that mobile phones and text messages are a possible medium for 
delivering health care interventions. 
On the other hand, patients who refused participation were older than those who 
consented (p = 0.001). This may indicate that younger patients who have good 
technology skills (Coward et al. 2014) are more willing to participate in research, 
especially technology-based research. This is, however, not supported by previous 
studies. For example, during the research, adolescents with depression identified reasons 
for under-usage of the technology-based intervention, such as a lack of time, doubts 
about its usefulness (Lillevoll et al. 2014, Manicavasagar et al. 2014), and technical 
problems  (Manicavasagar et al. 2014). As in Phase II, younger participants preferred 
fewer messages than older participants. Similarly, in Phase III, participants who did not 
answer the questionnaire concerning feedback on the text message reminder system were 
younger than those who completed the questionnaire. This may actually indicate that 
younger participants do not engage with technology during research or that they are not 
satisfied with the technology used. It is promising, however, that in our results, no 
statistically significant differences between genders were detected related to patient 
refusals from the trial. 
During the 12 month follow-up period, it was found that drop-out rates differed 
depending on the source of data collected. The drop-out rate from the postal survey was 
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48%, telephone interviews 28%, participants’ notification 3%, and register data retrieval 
0,4%. This was an important finding, indicating that it is important to consider 
alternative data collection methods during the trial follow-up periods to ensure adequate 
information. This is indeed significant, especially among people with severe mental 
disorders, since dropout rates from trials are high among this patient group (Jørgensen 
et al. 2014). For example, telephone interviews had a dropout rate of 28%, which is quite 
satisfactory when compared with previous studies (e.g. Agyapong et al. 2013, Keding et 
al. 2015). This may be due to its convenient nature, there are no costs for participants, 
and they do not need to travel or try to fill in the questionnaire by themselves. In addition, 
the interviewer has a possibility to motivate participants to respond to the questionnaire 
(Polit & Beck 2012). However, technical problems occurred during the telephone 
interviews and one-fourth (23%) of the participants could not be reached by phone. 
Reasons included, for example, that the participant did not answer the phone, the dialed 
number was not in use, or the dialed number could not be reached. This is also important 
to take into account when planning follow-up data collection methods. 
Low engagement and discontinuation are major problems in intervention studies 
(Eysenbach 2005, Villeneuve et al. 2010, Thompson et al. 2011). Therefore, low 
intervention attrition rate (4,8%) reached in this study is a promising result regarding 
future text message reminder use in health care and among people with severe mental 
disorder. However, knowledge about participants’ actual text message reminder use was 
not gathered. Intervention attrition measurement was based on participants, their relative 
or Research Nurse informing the researcher about participant’s willingness to stop 
receiving text message reminders. Thus, we do not know, if participants really read all 
the reminders they received or acted on them. We lack knowledge about participants’ 
true engagement with the text message reminder intervention. Therefore, the estimated 
intervention attrition of 4,8% may be too optimistic, and therefore, firm conclusions 
about participants’ engagement with the SMS intervention cannot be drawn.  
The demographic characteristics (age, gender, vocational and educational status) of the 
participants were associated with the level of risk of leaving studies early and, 
subsequently, not participating in the follow-up. This finding echoed previous studies, 
which report that participants who leave the studies early differ from those who are 
retained (Brilleman et al. 2010, Villeneuve et al. 2010, Mein et al. 2012). 
6.2.5  Summary of results related to the Behavioral Intervention Technology 
Model (BIT model) 
The Behavioral Intervention Technology Model (Mohr et al. 2014) was used to 
summarise the results of this evaluative study concerning text message-based 
intervention. The novelty of the model made it impossible to use during the development 
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process of the intervention. For example, thorough laboratory testing of the text message 
intervention was not conducted, which would have been necessary (Mohr et al. 2015). 
However, we relied on already existing technology that was familiar, feasible, acceptable 
and easy to use among our study population (Ennis et al. 2012, Palmier-Claus et al. 2013, 
Ben-Zeev et al. 2014a, b). Our study results confirmed these attributes of the existing 
technology. 
Intervention evaluation is an essential part of conducting mHealth research (Ben-Zeev 
et al. 2015). To evaluate the text message reminder intervention, it was useful to use a 
framework, which helped to review study results from the theoretical and technical 
perspectives. With the framework, we could analyse why and how (conceptual) text 
message reminders have been used in the context of health care (Phases I, III and IV), 
what elements are delivered to the study population (Phases III and IV), how (technical) 
the text messages are delivered (Phase III), and when they are delivered (Phases II and 
IV). Given this, the framework worked and served this study well during the evaluation 
process. However, it was difficult to fit technological components into the framework, 
since pre-existing technology was used. Despite this and encouraged about the structure 
of the Behavioral Intervention Technology Model (Mohr et al. 2014), there is potentiality 
in using the model  in the planning, development, evaluation and implementation of text 
message-based and other mHealth interventions into mental health care. 
6.3  Implications of the study 
Clinical practice 
• There is a strong emphasis on supporting patient treatment adherence among 
people with severe mental disorders. Treatment nonadherence is a remarkable 
problem, and the burden of severe mental disorders affects not only patients, but 
also their caregivers and society as a whole. People with severe mental disorders 
are in opinion that their treatment adherence can be supported. This study 
indicates that text message reminders may be a feasible and acceptable 
reminding system as part of the treatment of mental disorders. Moreover, 
patients expressed willingness to use text message reminders in the future, which 
indicates the possibilities for this kind of intervention to be integrated into the 
everyday lives of patients. 
• To integrate the text message reminder system as part of the everyday lives of 
individuals, it is important to take patient preferences and feedback into 
consideration. When offering a text message-based reminder system to support 
treatment adherence for a patient, nurses need to find out what kind of messages 
patients prefer in order to maximise the impacts of the reminders and patient 
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engagement with the system. It is also essential to consider possibilities and 
resources that enable patients to change their text messages (e.g. content, timing 
or frequency), since preferences may change over time. Moreover, patients may 
be satisfied with the text message reminders at the beginning, but then the 
interest may lessen over time. In these cases, resources are needed to keep up 
patients’ motivation to read the text message reminders. 
Nursing science 
• As the present study results show, mHealth interventions, such as text message 
reminders, have shown its potentiality in supporting patient treatment 
adherence. This study resulted in a new understanding of text message reminder 
use in the context of health care. The present study provides new knowledge 
about patient preferences and feedback on text message reminders among people 
with antipsychotic medication. As treatment adherence is a major problem 
among people with antipsychotic medication, new insights to tackle 
nonadherence are needed. Therefore, in the discipline of nursing science, it is 
essential to take into consideration the potentiality of text message reminders in 
health promotion and health care delivery, to produce evidence-based 
knowledge in the field. 
• The study results revealed that text message reminders were feasible and 
acceptable among people with antipsychotic medication. Although impacts of 
text message reminders were not studied among this patient group, results of the 
literature review expose that impacts of text message reminder use are still 
inconsistent. Given this inconsistency, more research is needed on the 
effectiveness of text message reminders to gain stronger evidence for 
implementing them in nursing, affecting the field at the practical, decision-
making and education levels of health care. However, conducting research 
among people with antipsychotic medication is not without challenges. 
Therefore, extra emphasis should be put on considering how to recruit and retain 
participants in the study, to avoid biased study results. 
• The present study has been conducted in the discipline of nursing science and it 
has produced new knowledge about text message reminder use in health care 
and among people with antipsychotic medication. It was important to study this 
phenomenon in this discipline, to produce knowledge especially for nursing, and 
by means of study results, to help people with antipsychotic medication to 
improve their treatment adherence. However, at its best, the study results may 
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benefit other sciences as well, such as technology or computer sciences, and 
open new opportunities for multidisciplinary research. 
Nursing education 
• As mHealth interventions are growing in the field of health care, future nurses 
need knowledge about their possibilities in health care, as part of health 
promotion and health care delivery. Therefore, it is important that nurses have 
knowledge of what patient groups and in what contexts text message reminders 
have the potential to be used. Every nurse should also be aware that patient 
preferences and feedback on text message reminders affect the acceptability of 
this type of system and its expected impacts. Moreover, they should be aware 
that a patient’s interest in using text message reminders may lessen over time, 
and have knowledge on how to engage patients in using text message 
interventions in order to maximise their impacts on supporting patient treatment 
adherence. 
• This study has shown that there are feasible ways of supporting patient treatment 
adherence. This offers nurses new possibilities of informing patients to choose 
reminding systems to improve their adherence. Moreover, results of the present 
study offer nurses the possibility to emphasise the benefits of the already 
existing technology while informing patients about its use as a reminding 
system. 
Health care administration 
• As international and national guidelines emphasise promotion of mental health, 
equal access and low-threshold mental health services, this study reveals the 
possibilities of deploying text message reminders as part of supporting patient 
treatment adherence among people with antipsychotic medication. Therefore, 
the study results can be referred to in decision making, not only at wards and 
outpatient clinics, but also at the organisational and regional levels, when 
planning methods to improve patient treatment adherence. Text message 
reminders as a method to support treatment adherence may be a possibility to 
alleviate the challenges caused by the heterogeneous development of outpatient 
services across the country. 
• Given the financial burden of severe mental disorders, this study generated new 
knowledge based on nursing management about possibilities to use already 
existing technology in supporting treatment adherence among people with 
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antipsychotic medication. Therefore, it is important to allocate resources on 
supporting patient treatment adherence in mental health outpatient services. 
Finally, adequate health care personnel are a prerequisite to arrange effective 
outpatient services. Therefore, resources are also needed to inform patients 
about text message reminder systems, maintain the reminder system, and 
respond to the patients’ requirements about message changes. 
6.4  Conclusions 
Text message reminders have the potential to be used in health care and psychiatric 
outpatient care. Text message reminders were widely used, but their impacts are 
uncertain. Patients preferred slightly humorous text message reminders delivered at the 
beginning of the week, in the mornings. Patients were satisfied with the text message 
reminders, found them useful, easy to use and were willing to use the system in the 
future. Only a few participants (more often female) expressed that text messages caused 
them harm.  Patient recruitment for a multicentre randomised controlled trial concerning 
people with antipsychotic medication was challenging, due to low rates of eligible 
participants. Follow-up drop-out attrition rates when it came to the telephone interviews, 
participant notification, postal survey and register data retrieval were as follows: 28%, 
3%, 48% and 0,4% (respectively). The Behavioral Intervention Technology Model 
(Mohr et al. 2014) was a useful framework for evaluating text message reminder-based 
intervention to encourage patient treatment adherence among people with antipsychotic 
medication. 
  
68 Discussion  
6.5  Recommendations for the future 
1. It is worth considering the use of mobile telephone text message reminders to 
encourage treatment adherence in psychiatric outpatient care. Policy makers and 
health care administrators should take all possible methods into account when 
considering the encouragement of patient treatment adherence.  
2. It is essential to take into account patient preferences and feedback on text 
message reminders in order to guarantee user motivation to use text message 
reminders, so that they will benefit from the reminders and will be engaged in 
the reminder system. 
3. Text message reminders are recommended to be sent at the beginning of the 
week and in the morning hours. This may improve patients’ daily activities and 
keep them in the “normal rhythm” of the week. Therefore, text message 
reminders should be developed to be able to fit this schedule, and to suit patients’ 
personal preferences (flexibility). 
4. There should be a possibility to change the content, timing and frequency of text 
message reminders over time, according to patient feedback. 
5. It is essential to keep the content of the text message reminders neutral and 
anonymous to protect patient privacy, since privacy concerns exist. In addition, 
accuracy is required when dialing a patient’s mobile phone number for 
delivering the reminder or entering patient data into the automatic text message 
delivery system. 
6. In mHealth research, special attention should be given to overcoming barriers 
occurring during the recruitment phase, supporting participant engagement in 
the study intervention, and avoiding high dropout rates. 
  
 Acknowledgements 69 
ACKNOWLEDGEMENTS 
This study was carried out at the Department of Nursing Science, University of Turku. 
During this study process, I have enjoyed the encouragement and support of many 
people. Without their contributions, this work would not have been possible. Therefore, 
I would like to warmly thank all of them. 
I would like to express my sincerest and deepest gratitude to my supervisors, Professor 
Maritta Välimäki, PhD and Adjunct Professor Marita Koivunen, PhD. First, Professor 
Välimäki has guided me through this process ever since the early stage of my studies. I 
would like to thank her for her scientific expertise, constructive criticism and 
encouragement. Most of all, I would like to express my gratitude to her never-ending 
belief in me. I owe my greatest gratitude to her wisdom and to the fact that she 
understood what was best for me, even when I did not understand it myself. Second, 
Adjunct Professor Koivunen has inspired, supported and encouraged me throughout my 
thesis process. We share the special spirit of Biomedical laboratory scientists and 
understand each other. Nursing science for me has been like a tree, which I have been 
able to grow with the help of my supervisors’ expertise and support. I also want to thank 
my Follow-up Committee member Nursing Manager, Kristiina Puolakka, PhD, for her 
support and encouragement during this process. Furthermore, I sincerely thank the Head 
of the Department, Professor Helena Leino-Kilpi, PhD, for her encouragement and 
understanding during these years and my thesis process.  
I am most grateful to my excellent reviewers, Professor Päivi Åstedt-Kurki, PhD and 
Associate Professor Dror Ben-Zeev, PhD, for reviewing my thesis. Their precise review 
process and constructive criticism of my summary has helped me to improve my work. 
I also wish to express my warmest gratitude to Leigh Ann Lindholm for the revisions of 
the English language of my doctoral thesis. Her comments were more than valuable. 
I would like to especially thank my colleague and co-author, Kaisa Kauppi, PhD, for her 
support, patience and wise words; we were a great team. I also would like to thank the 
other co-authors involved. Heli Hätönen, PhD, Minna Anttila, PhD and Joonas 
Korhonen, MNSc, have given their valuable help and insightful advice on nursing 
research and have helped me with my manuscripts. In addition, I owe my gratitude to 
statisticians Eliisa Löyttyniemi, MSc, Jouko Katajisto, MsSocSc and Tero Vahlberg, 
MSc, for their efforts in statistical analyses. I would like to thank Professor Clive E. 
Adams, MD, for his vast knowledge in the field of psychiatry and his guidance during 
the manuscript and thesis processes. He has always given me the support I have needed. 
70 Acknowledgements  
I wish to express warm thanks to all doctoral candidates who participated in our seminar 
group of the Postgraduate studies at the University of Turku. My very special thanks go 
to Ninni Ihalainen-Tamlander, MNSc, my confidant. I warmly appreciate Virve 
Pekurinen, MNSc and Tella Lantta, MNSc, for the great discussions we have had. 
Special thanks go to our Ysipallot group: Anni P, Emmi R, Sari P, Jenni S, Karoliina T, 
Anu K, Ninni I-T and Virve P − “We are Masters of Health Sciences!” 
I am most grateful to my employer, the Satakunta Hospital District, the Public Utility 
SataDiag. I would especially like to thank Head Nurse of the Department of Pathology, 
Marja Kangasniemi, for her everlasting support, warm thoughts and prayers for me. I 
also wish to thank the entire personnel at the Department of Pathology. Special thanks 
go to Silja Merivalli and Riitta Mäkelä for being so proud of me.  
My most sincere and heartfelt gratitude is owed to my parents, Aira and Lasse, who have 
encouraged and supported me in so many ways during these years. They have believed 
in me and been the greatest support for me and my family. I also want to thank my 
parents-in-law, Marja-Leena and Jarmo, for their support and help. I wish to warmly 
acknowledge my grandparents, Taimi and Aleksi. I thank my beloved children, Erika, 
Arttu and Perttu, for your patience. I love you all. Finally, I am most grateful to my 
husband, Martti, who has encouraged, understood and loved me during these years. I 
wish to thank my whole family for taking care of me and the tasks of daily life while I 
have been studying, traveling or writing. 
This study is a part of the Mobile.Net project. The Mobile.Net project has been 
financially supported by the grants awarded to Professor Välimäki as follows: The 
Academy of Finland (132581), Satakunta Hospital District (EVO 12/2010, 81096), 
Turku University Hospital (EVO 13893), Finnish Cultural Foundation, Foundations’ 
Professor Pool and the University of Turku. In addition, I would like to warmly thank 
Satakunta Hospital District and the Doctoral Programme in Nursing Science for grants, 
which made it possible for me to work full-time during my research. 
 




 References 71 
REFERENCES 
Act on the Openness of Government Activities 621/1999. 
http://www.finlex.fi/en/laki/kaannokset/1999/en1999
0621.pdf (Accessed 4.1.2016.) 
Act on the Status and Rights of Patients 785/1992. 
https://www.finlex.fi/en/laki/kaannokset/1992/19920
785 (Accessed 4.11.2015.) 
Abbas F. 2015. Mental health and well-being. 
http://www3.lancashire.gov.uk/corporate/web/?siteid
=6124&pageid=35523&e=e (Accessed 18.3.2016.) 
Aggelidis VP & Chatzoglou PD. 2009. Using a modified 
technology acceptance model in hospitals. 
International Journal of Medical Informatics 78 (2), 
115–126. 
Agyapong VI, Milnes J, McLoughlin DM & Farren CK. 
2013. Perception of patients with alcohol use disorder 
and comorbid depression about the usefulness of 
supportive text messages. Technology and Health 
Care 21 (1), 31–39. 
Alvarez-Jiménez M, Alcazar-Corcoles MA, González-
Blanch C, Bendall S, McGorry PD & Gleeson JF. 
2014. Online, social media and mobile technologies 
for psychosis treatment: a systematic review on novel 
user-led interventions. Schizophrenia Research 156 
(1), 96–106. 
Ammenwerth E, Iller C & Mahler C. 2006. IT-adoption 
and the interaction of task, technology and 
individuals: a fit framework and a case study. BMC 
Medical Informatics and Decision Making 9 (6):3. 
Amos KA. 2014. The ethics of scholarly publishing: 
exploring differences in plagiarism and duplicate 
publication across nations. Journal of the Medical 
Library Association 102 (2), 87–91. 
ANA. American Nurses Association. 2015. Code of Ethics 
for Nurses With Interpretive Statements. 
http://www.nursingworld.org/MainMenuCategories/
EthicsStandards/CodeofEthicsforNurses/Code-of-
Ethics-For-Nurses.html (Accessed 11.11.2015). 
Anderson JK & Wallace LM. 2015. Applying the 
Behavioural Intervention Technologies model to the 
development of a smartphone application (app) 
supporting young peoples’ adherence to anaphylaxis 
action plan. BMJ Innovations 1 (2), 67–73.  
Archives Act 831/1994. 
http://www.arkisto.fi/uploads/Arkistolaitos/Teht%C3
%A4v%C3%A4t%20ja%20toiminta/The-Archives-
Act-831.pdf (Accessed 11.11.2015.) 
Ascher-Svanum H, Nyhuis AW, Stauffer V, Kinon BJ, 
Faries DE, Phillips GA, Schuh K, Awad AG, Keefe R 
& Naber D. 2010. Reasons for discontinuation and 
continuation of antipsychotics in the treatment of 
schizophrenia from patient and clinician perspectives. 
Current Medical Research and Opinion 26 (10), 
2403–2410. 
Atun RF & Sittampalam SR. 2006. A Review of the 
Characteristics and Benefits of SMS in Delivering 
Healthcare. The role of mobile phones in increasing 
accessibility and efficiency in healthcare. The 
Vodafone Policy Paper Series 4, 18–28. 
Baker A, Richmond R, Haile M, Lewin TJ, Carr VJ, 
Taylor RL, Jansons S & Wilhelm K. 2006. A 
randomized controlled trial of a smoking cessation 
intervention among people with a psychotic disorder. 
American Journal of Psychiatry 163 (11), 1934–1942. 
Baranowski T, Buday R, Thompson DI & Baranowski J. 
2008. Playing for real: video games and stories for 
health-related behavior change. American Journal of  
Preventive Medicine 34 (1), 74–82. 
Barkhof E, Meijer CJ, de Sonneville LM, Linszen DH & 
de Haan L. 2012. Interventions to improve adherence 
to antipsychotic medication in patients with 
schizophrenia-a review of the past decade. European 
Psychiatry 27 (1), 9–18. 
Bauer AM, Thielke SM, Katon W, Unutzer J & Arean P.  
2014. Aligning health information technologies with 
effective service delivery models to improve chronic 
disease care. Preventive Medicine 66, 167–172. 
Baxter AJ, Patton G, Scott KM, Degenhardt L & 
Whiteford HA. 2013. Global epidemiology of mental 
disorders: what are we missing? PLoS One 8 
(6):e65514. 
Beauchamp TL & Childress JF. 2009. Principles of 
Biomedical Ethics. 6th ed. Oxford University Press, 
Inc., New York. 
Becker MA, Young MS, Ochshorn E & Diamond RJ. 
2007. The relationship of antipsy-chotic medication 
class and adherence with treatment outcomes and 
costs for Florida Medicaid beneficiaries with 
schizophrenia. Administration and Policy in Mental 
Health 34 (3), 307–314. 
Benazzi F. 2007. Bipolar II disorder: epidemiology, 
diagnosis and management. CNS Drugs 21 (9), 727–
740. 
Ben-Zeev D. 2012. Mobile technologies in the study, 
assessment, and treatment of schizophrenia. 
Schizophrenia Bulletin 38 (3), 384–385. 
Ben-Zeev D, Davis KE, Kaiser S, Krzsos I & Drake RE. 
2013. Mobile technologies among people with serious 
mental illness: opportunities for future services. 
Administration and Policy in Mental Health 40 (4), 
340–343. 
Ben-Zeev D, Kaiser SM & Krzos I. 2014a. Remote 
"hovering" with individuals with psychotic disorders 
and substance use: feasibility, engagement, and 
therapeutic alliance with a text-messaging mobile 
interventionist. Journal of Dual Diagnostics 10 (4), 
197–203. 
72 References  
Ben-Zeev D, Brenner CJ, Begale M, Duffecy J, Mohr DC 
& Mueser KT. 2014b. Feasibility, acceptability, and 
preliminary efficacy of a smartphone intervention for 
schizophrenia. Schizophrenia Bulletin 40 (6), 1244–
1253. 
Ben-Zeev D, Schueller SM, Begale M, Duffecy J, Kane 
JM & Mohr DC. 2015. Strategies for mHealth 
research: lessons from 3 mobile intervention studies. 
Administration and Policy in Mental Health 42 (2), 
157–167. 
Beresford P, Shamash M, Forres V, Turner M & Branfield 
F. 2005. Developing Social Care: Service Users' 
Vision for Adult Support. The Social Care Institute for 
Excellence, London. 
http://www.scie.org.uk/publications/reports/report07.
pdf (Accessed 23.11.2015). 
Bogart K, Wong SK, Lewis C, Akenzua A, Hayes D, 
Prountzos A, Okocha CI & Kravariti E. 2014. Mobile 
phone text message reminders of antipsychotic 
medication: is it time and who should receive them? 
A cross-sectional trust-wide survey of psychiatric 
inpatients. BMC Psychiatry 14:15. 
Booth A, Papaioannou D & Sutton A. 2012. Systematic 
approaches to a successful literature review. Sage 
publications, London. 
Boynton PM & Greenhalgh T. 2004. Selecting, designing, 
and developing your questionnaire. BMJ 328 (7451), 
1312–1315. 
Branson CE, Clemmey P & Mukherjee P. 2013. Text 
message reminders to improve outpatient therapy 
attendance among adolescents: A pilot study. 
Psychological Services 10 (3), 298–303. 
Brian RM & Ben-Zeev D. 2014. Mobile health (mHealth) 
for mental health in Asia: objectives, strategies, and 
limitations. Asian Journal of Psychiatry 10, 96–100. 
Brilleman SL, Pachana NA & Dobson AJ. 2010. The 
impact of attrition on the representativeness of cohort 
studies of older people. BMC Medical Research 
Methodology 10:71. 




Brueton VC, Tierney J, Stenning S, Meredith S, Harding 
S, Nazareth I & Rait G. 2014. Strategies to improve 
retention in randomised trials: a Cochrane systematic 
review and meta-analysis. BMJ Open 4 (2):e003821. 
Bulloch AG & Patten SB. 2010. Non-adherence with 
psychotropic medications in the general population. 
Social Psychiatry and Psychiatric Epidemiology 45 
(1), 47–56. 
Burke LA & Miller MK. 2001. Phone Interviewing as a 
Means of Data Collection: Les-sons Learned and 




Burns T, Catty J, White S, Clement S, Ellis G, Jones IR, 
Lissouba P, McLaren S, Rose D & Wykes T. 2009. 
Continuity of care in mental health: understanding and 
measuring a complex phenomenon. Psychological 
Medicine 39 (2), 313–323. 
Bursac Z, Gauss CH, Williams DK & Hosmer DW. 2006. 
Purposeful selection of variables in logistic 
regression. Source Code for Biology and Medicine 
3:17. 
Byerly MJ, Nakonezny PA & Rush AJ. 2008. The brief 
adherence rating scale (BARS) validated against 
electronic monitoring in assessing the antipsychotic 
medication adher-ence of outpatients with 
schizophrenia and schizoaffective disorder. 
Schizophrenia Research 100 (1-3), 60–69. 
Caldas de Almeida JM & Killaspy H. 2011. Long-term 
mental health care for people with severe mental 
disorders. 
http://ec.europa.eu/health/mental_health/docs/healthc
are_mental_disorders_en.pdf (Accessed 27.11.2015.) 
Callard F, Broadbent M, Denis M, Hotopf M, Soncul M, 
Wykes T, Lovestone S & Stewart R. 2014. 
Developing a new model for patient recruitment in 
mental health services: a cohort study using Electronic 
Health Records. BMJ Open 4 (12):e005654. 
Campbell K, Bond GR & Drake RE. 2011. Who benefits 
from supported employment: a meta-analytic study. 
Schizophrenia Bulletin 37 (2), 370–380. 
Canino G & Alegría M. 2008. Psychiatric diagnosis – is it 
universal or relative to culture? Journal of Child 
Psychology and Psychiatry 49 (3), 237–250. 
Car J, Gurol-Urganci I, de Jongh T, Vodopivec-Jamsek V 
& Atun R. 2012. Mobile phone messaging reminders 
for attendance at healthcare appointments (Review). 
Cochrane Database of Systematic Reviews 11 (7): 
CD007458. 
Castelein S, Bruggeman R, Davidson L & Gaag Mv. 2015. 
Creating a Supportive Environment: Peer Support 
Groups for Psychotic Disorders. Schizophrenia 
Bulletin 41 (6), 1211–1213. 
Cellular News. 2011. Women Spend More Time on the 
Phone and Send More Text Messages Than Men - 
Survey. http://www.cellular-news.com/story/Reports/ 
48190.php (Accessed 7.12.2015.) 
Chafetz L, White M, Collins-Bride G, Cooper BA & 
Nickens J. 2008. Clinical trial of wellness training: 
health promotion for severely mentally ill adults. 
Journal of Nervous and Mental Disease 196 (6), 475–
483. 
Chau PYK & Hu PJH. 2002. Examining a model of 
information technology acceptance by individual 
professionals: an exploratory study. Journal of 
Management Information System 18 (4), 191–229. 
Chien WT, Leung SF, Yeung FK & Wong WK. 2013. 
Current approaches to treatments for schizophrenia 
spectrum disorders, part II: psychosocial interventions 
and patient-focused perspectives in psychiatric care. 
 References 73 
Neuropsychiatric Disease and Treatment 9, 1463–
1481. 
Cho J, Park D & Lee HE. 2014. Cognitive factors of using 
health apps: Systematic analysis of relationships 
among health consciousness, health information 
orientation, eHealth literacy, and health app use 
efficacy. Journal of Medical Internet Research 16: 
e125. 
Collins PY, Patel V, Joestl SS, March D, Insel TR & Daar 
AS, on behalf of the Scientific Advisory Board and 
the Executive Committee of the Grand Challenges in 
Global Mental Health. 2011. Grand challenges in 
global mental health. Nature 475 (7354), 27–30. 
The Constitution of Finland 731/1999. http://www.finlex.fi/ 
en/laki/kaannokset/1999/en19990731.pdf (Accessed 
20.11.2015.) 
da Costa TM, Salomão PL, Martha AS, Pisa IT & Sigulem 
D. 2010. The impact of short message service text 
messages sent as appointment reminders to patients' 
cell phones at outpatient clinics in São Paulo, Brazil. 
International Journal of Medical Informatics 79 (1), 
65–70. 
Coward C, Caicedo S & Rauch H. 2014. Digital 





CRD (Centre for Reviews and Dissemination). 2009. 
Systematic Reviews. CRD’s guidance for undertaking 
reviews in health care. Centre for Reviews and 
Dissemination, University of York. 
Crutzen R. 2014. The Behavioral Intervention Technology 
Model and Intervention Mapping: The Best of Both 
Worlds. Journal of Medical Internet Research 16 
(8):e188. 
Curioso WH, Quistberg DA, Cabello R, Gozzer E, Garcia 
PJ, Holmes KK & Kurth AE. 2009. “It's time for your 
life”: howshouldwe remind patients to take medicines 
using short text messages? AMIA Annual Symposium 
Proceedings 2009:2009, 129–133. 
Curtis L, Edwards C, Fraser KL, Gudelsky S, Holmquist 
J, Thornton K & Sweetser KD. 2010. Adoption of 
social media for public relations by nonprofit 
organizations. Public Relations Review 36 (1), 90–92. 
Daker-White G & Rogers A. 2013. What is the potential 
for social networks and support to enhance future 
telehealth interventions for people with a diagnosis of 
schizophrenia: a critical interpretive synthesis. BMC 
Psychiatry 13:279. 
Danaher BG, Brendryen H, Seeley JR, Tyler MS & 
Woolley T. 2015. From black box to toolbox: 
Outlining device functionality, engagement activities, 
and the pervasive information architecture of mHealth 
interventions. Internet Interventions 2 (1), 91–101. 
Davis FD. 1989. Perceived usefulness, perceived ease of 
use, and user acceptance of information technology. 
MIS Quarterly 13 (3), 319–340. 
Davis FD, Bagozzi RP & Warshaw PR. 1989. User 
acceptance of computer technology: a comparison of 
two theoretical models. Management Science 35 (8), 
982–1003. 
Déglise C, Suggs LS & Odermatt P. 2012. Short message 
service (SMS) applications for disease prevention in 
developing countries. Journal of Medical Internet 
Research 14 (1):e3. 
De Hert M, Correll CU, Bobes J, Cetkovich-Bakmas M, 
Cohen D, Asai I, Detraux J, Gautam S, Möller HJ, 
Ndetei DM, Newcomer JW, Uwakwe R & Leucht S. 
2011. Physical illness in patients with severe mental 
disorders. I. Prevalence, impact of medications and 
disparities in health care. World Psychiatry 10 (1), 
52–77. 
Department of Health. 2014. Personalised health and care 





DeVellis RF. 2012. Scale development. Theory and 
Applications. 3th ed. Sage publications, Los Angeles. 
Eady AM, Wilczynski NL & Haynes RB. 2008. PsycINFO 
search strategies identified methodologically sound 
therapy studies and review articles for use by 
clinicians and researchers. Journal of Clinical 
Epidemiology 61 (1), 34–40. 
Egger M, Zellweger-Zähner T, Schneider M, Junker C, 
Lengeler C & Antes G. 1997. Language bias in 
randomised controlled trials published in English and 
German. Lancet 350 (9074), 326–329. 
EHFG. European Health Forum Gastein. 2013. People 
living with schizophrenia suffer from social 
exclusion. http://www.ehfg.org/social-inclusion.html 
(Accessed 6.1.2016.) 
Elsom S, Sands N, Roper C, Hoppner C & Gerdtz M. 2013. 
Telephone survey of service-user experiences of a 
telephone-based mental health triage service. 
International Journal of Mental Health Nursing 22 (5), 
437–443. 
Endicott J, Spitzer RL, Fleiss JL & Cohen J. 1976. The 
global assessment scale. A procedure for measuring 
overall severity of psychiatric disturbance. Archives 
of General Psychiatry 33 (6), 766–771. 
Ennis L, Rose D, Denis M, Pandit N & Wykes T. 2012.  
Can’t surf, won’t surf: The digital divide in mental 
health. Journal of Mental Health 21 (4), 395–403. 
ETENE. The National Advisory Board on Social Welfare 
and Health Care Ethics. 2006. Ethical evaluation of 
research in Finland. [Tutkimuksen eettinen arviointi 
Suomessa.] http://etene.fi/julkaisut/2006 (Accessed 
20.3.2016.) 
74 References  
ETENE. The National Advisory Board on Social Welfare 
and Health Care Ethics. 2010. Technology and ethics 
in care and nurture of the health care and social 
services. [Teknologia ja etiikka sosiaali- ja 




European Commission. 2012. Communication from the 
Commission to the European Parliament, the Council, 
the European Economic and Social Committee and 
the Committee of the Regions. eHealth Action Plan 
2012-2020 - Innovative healthcare for the 21st 
century. 
http://ec.europa.eu/health/ehealth/docs/com_2012_7
36_en.pdf (Accessed 2.12.2015.) 




European Union. 2014. EU-Compass for Action on Mental 
Health and Well being. http://ec.europa.eu/health/ 
mental_health/eu_compass/index_en.htm (Accessed 
20.11.2015.) 
European Union. 2015. The Joint Action. Why 
 investing in Mental Health in Europe? 
http://www.mentalhealthandwellbeing.eu/the-joint-
action (Accessed 20.11.2015.) 
Evans S, Banerjee S, Leese M & Huxley P. 2007. The 
impact of mental illness on quality of life: a 
comparison of severe mental illness, common mental 
disorder and healthy population samples. Quality of 
Life Research 16 (1), 17–29. 
Evans-Lacko S, Knapp M, McCrone P, Thornicroft G & 
Mojtabai R. 2013. The Mental Health Consequences 
of the Recession: Economic Hardship and 
Employment of People with Mental Health Problems 
in 27 European Countries. PLoS ONE 8 (7): e69792. 
Eysenbach G. 2005. The Law of Attrition. Journal of 
Medical Internet Research 7 (1): e11. 
Eysenbach G; CONSORT-EHEALTH Group. 2011. 
CONSORT-EHEALTH: improving and 
standardizing evaluation reports of Web-based and 
mobile health interventions. Journal of Medical 
Internet Research 13 (4):e126. 
Falagas ME, Pitsouni EI, Malietzis GA & Pappas G. 2008. 
Comparison of PubMed, Scopus, Web of Science, and 
Google Scholar: strengths and weaknesses. FASEB 
Journal 22 (2), 338–342. 
Farrington C, Aristidou A & Ruggeri K. 2014. mHealth 
and global mental health: still waiting for the mH2 
wedding? Globalization and Health 10:17. 
FEAM. Federation of the European Academics of 
Medicine. 2010. FEAM Statement on Mental Health 
Policy Issues. https://www.acmedsci.ac.uk/viewFile/ 
publicationDownloads/FEAMStat.pdf (Accessed 
20.11.2015.) 
Filippidou M, Lingwood S & Mirza I. 2014. Reducing 
non-attendance rates in a community mental health 
team. BMJ Quality Improvement Report 2014:3. 
Finnish Advisory Board on Research Ethics. 2009. Ethical 
principles of research in the humanities and social and 
behavioural sciences and proposals for ethical review. 
http://www.tenk.fi/sites/tenk.fi/files/ethicalprinciples
.pdf (Accessed 25.11.2015.) 
Finnish Advisory Board on Research Integrity. 2012. 
Responsible conduct of research and procedures for 
handling allegations of misconduct in Finland. 
http://www.tenk.fi/sites/tenk.fi/files/HTK_ohje_2012
.pdf (Accessed 3.11.2015.) 
Finnish Centre for Pensions. 2015. The Statistical 





2014_7.pdf (Accessed 26.11.2015.) 
Finnish Data Protection Ombudsman. 2010. Using e-mail 
and text messages in healthcare. The Data Protection 
Ombudsman statement. Dnro 1475/41/2009. 
[Sähköpostin ja tekstiviestien käyttäminen tervey-
denhuollossa. Tietosuojavaltuutetun kannanotto 
1.7.2010. Dnro 1475/41/2009.] http://www.tietosuoja.fi/fi/  
index/ratkaisut/sahkopostinjatekstiviestienkayttamin
ente.html (Accessed 11.11.2015.) 
Firth J, Cotter J, Torous J, Bucci S, Firth JA & Yung AR. 
2015. Mobile Phone Ownership and Endorsement of 
"mHealth" Among People With Psychosis: A Meta-
analysis of Cross-sectional Studies. Schizophrenia 
Bulletin 15 Sep 22. pii: sbv132. [Epub ahead of print] 
Fitzpatrick JJ & Wallace M. 2006. Encyclopedia of 
Nursing Research. 2nd ed. Springer Publishing 
Company, Inc., New York. 
Fjeldsoe BS, Marshall AL & Miller YD. 2009. Behavior 
change interventions delivered by mobile telephone 
short-message service. American Journal of 
Preventive Medicine 36 (2), 165–173. 
Flannelly LT, Flannelly KJ & Jankowski KR. 2014. 
Independent, dependent, and other variables in 
healthcare and chaplaincy research. Journal of Health 
Care Chaplaincy 20 (4), 161–170. 
Free C, Phillips G, Galli L, Watson L, Felix L, Edwards P, 
Patel V & Haines A. 2013a. The effectiveness of 
mobile-health technology-based health behaviour 
change or disease management interventions for 
health care consumers: a systematic review. PLoS 
Medicine 10 (1):e1001362. 
Free C, Phillips G, Watson L, Galli L, Felix L, Edwards P, 
Patel V & Haines A. 2013b. The effectiveness of 
mobile-health technologies to improve health care 
service delivery processes: a systematic review and 
meta-analysis. PLoS Medicine 10 (1):e1001363. 
Fresán A, De la Fuente-Sandoval C, Loyzaga C, García-
Anaya M, Meyenberg N, Nicolini H & Apiquian R. 
 References 75 
2005. A forced five-dimensional factor analysis and 
concurrent validity of the Positive and Negative 
Syndrome Scale in Mexican schizophrenic patients. 
Schizophrenia Research 72 (2-3), 123–129. 
Gaebel W & Zielasek J. 2015. Focus on psychosis. 
Dialogues in Clinical Neuroscience 17 (1), 9–18. 
Galderisi S, Rossi A, Rocca P, Bertolino A, Mucci A, 
Bucci P, Rucci P, Gibertoni D, Aguglia E, Amore M, 
Bellomo A, Biondi M, Brugnoli R, Dell'Osso L, De 
Ronchi D, Di Emidio G, Di Giannantonio M, 
Fagiolini A, Marchesi C, Monteleone P, Oldani L, 
Pinna F, Roncone R, Sacchetti E, Santonastaso P, 
Siracusano A, Vita A, Zeppegno P & Maj M. Italian 
Network For Research on Psychoses. 2014. The 
influence of illness-related variables, personal 
resources and context-related factors on real-life 
functioning of people with schizophrenia. World 
Psychiatry 13 (3), 275–287. 
Gard DE, Cooper S, Fisher M, Genevsky A, Mikels JA & 
Vinogradov S. 2011. Evidence for an emotion 
maintenance deficit in schizophrenia. Psychiatry 
Research 187 (1-2), 24–29. 
Gilbody S, Wahlbeck K & Adams C. 2002. Randomized 
controlled trials in schizophrenia: a critical 
perspective on the literature. Acta Psychiatrica 
Scandinavica 105 (4), 243–521. 
Gilmer TP, Dolder CR, Lacro JP, Folsom DP, Lindamer 
L, Garcia P & Jeste DV. 2004. Adherence to treatment 
with antipsychotic medication and health care costs 
among Medicaid beneficiaries with schizophrenia. 
American Journal of Psychiatry 161 (4), 692–629. 
Gjengedal E, Ekra EM, Hol H, Kjelsvik M, Lykkeslet E, 
Michaelsen R, Orøy A, Skrondal T, Sundal H, Vatne 
S & Wogn-Henriksen K. 2013. Vulnerability in health 
care-reflections on encounters in every day practice. 
Nursing Philosophy 14 (2), 127–138. 
Glick G, Druss B, Pina J, Lally C & Conde M. 2015. Use 
of mobile technology in a community mental health 
setting. Journal of Telemedicine and Telecare 29. pii: 
1357633X15613236. 
Gold J, Lim MS, Hellard ME, Hocking JS & Keogh L. 
2010.What's in a message? Delivering sexual health 
promotion to young people in Australia via text 
messaging. BMC Public Health 10:792. 
Grant MJ & Booth A. 2009. A typology of reviews: an 
analysis of 14 review types and associated 
methodologies. Health Information & Libraries 
Journal 26 (2), 91–108. 
Gray E. 2014. Doing research in the real world. 3rd ed. 
Sage Publications, London. 
Grove SK, Burns N & Gray JR. 2013. The Practice of 
Nursing Research; Appraisal, Synthesis and 
Generation of Evidence. 7th edition. W.B. Saunders 
Comp., Philadelphia. 
Gurol-Urganci I, de Jongh T, Vodopivec-Jamsek V, Atun 
R & Car J. 2013. Mobile phone messaging reminders 
for attendance at healthcare appointments. Cochrane 
Data-base of Systematic Reviews 5 (12): CD007458. 
Haddad PM, Brain C & Scott J. 2014. Nonadherence with 
antipsychotic medication in schizophrenia: challenges 
and management strategies. Patient Related Outcome 
Measures 23 (5), 43‒62. 
Hamine S, Gerth-Guyette E, Faulx D, Green BB & 
Ginsburg AS. 2015. Impact of mHealth chronic 
disease management on treatment adherence and 
patient outcomes: a systematic review. Journal of 
Medical Internet Research 17 (2):e52. 
Happell B & Roper C. 2007. Consumer participation in 
mental health research: Articu-lating a model to guide 
practice. Australasian Psychiatry 15 (3), 237–241. 
Harjajärvi M, Pirkola S & Wahlbeck K. 2006. Adult 
mental health services in transition. [Aikuisten 
mielenterveyspalvelut muutoksessa.] Stakes. Suomen 




Harris JD, Quatman CE, Manring MM, Siston RA & 
Flanigan DC. 2014. How to write a systematic review. 
American Journal of Sports Medicine 42 (11), 2761–
2768. 
Harvey PD & Keefe RS. 2012. Technology, society, and 
mental illness: challenges and opportunities for 
assessment and treatment. Innovations in Clinical 
Neuroscience 9 (11–12), 47–50. 
Harvey PD & Strassnig M. 2012. Predicting the severity of 
everyday functional disability in people with 
schizophrenia: cognitive deficits, functional capacity, 
symptoms, and health status. World Psychiatry 11 (2), 
73–79. 
Harvey PD, Velligan DI & Bellack AS. 2007. 
Performance-based measures of functional skills: 
usefulness in clinical treatment studies. Schizophrenia 
Bulletin 33 (5), 1138–1148. 
von Hausswolff-Juhlin Y, Bjartveit M, Lindström E & 
Jones P. 2009. Schizophrenia and physical health 
problems. Acta Psychiatrica Scandinavica 119 (438), 
15–21. 
Hautala-Jylhä PL, Nikkonen M & Jylhä J. 2005. 
Continuity of care in psychiatric post-ward outpatient 
services--conceptions of patients and personnel 
concerning factors contributing to the continuity of 
care. Journal of Psychiatric and Mental Health 
Nursing 12 (1), 38–50. 
Health Care Act 1326/2010. http://www.finlex.fi/en/ 
laki/kaannokset/2010/en20101326.pdf (Accessed 
18.11.2015.) 
Health Research Institute. 2013. Scoring healthcare: 




76 References  
Hidalgo-Mazzei D, Mateu A, Reinares M, Matic A, Vieta 
E & Colom F. 2015. Internet-based psychological 
interventions for bipolar disorder: Review of the 
present and insights into the future. Journal of 
Affective Disorders 188, 1–13. 
Higgins JPT & Green S. 2011. Cochrane Handbook for 
Systematic Reviews of Interven-tions. Version 5.1.0. 
http://handbook.cochrane.org/ (Accessed 27.10. 
2015.) 
HIMSS. Healthcare Information and Management 
Systems Society. 2012. Definitions of mHealth. 
http://www.himss.org/ResourceLibrary/GenResource
Detail.aspx?ItemNumber=20221 (Accessed 13.3. 
2016.) 
Hoang U, Stewart R & Goldacre MJ. 2011. Mortality after 
hospital discharge for people with schizophrenia or 
bipolar disorder: retrospective study of linked English 
hospital episode statistics, 1999-2006. BMJ 
343:d5422. 
Hogarty GE, Kornblith SJ, Greenwald D, DiBarry AL, 
Cooley S, Ulrich RF, Carter M & Flesher S. 1997. 
Three-year trials of personal therapy among 
schizophrenic patients living with or independent of 
family, I: Description of study and effects on relapse 
rates. American Journal of Psychiatry 154 (11), 1504–
1513. 
Holden RJ & Karsh BT. 2010. The technology acceptance 
model: Its past and its future in health care. Journal of 
Biomedical Informatics 43 (1), 159–172. 
Hor K & Taylor M. 2010. Suicide and schizophrenia: a 
systematic review of rates and risk factors. Journal of 
Psychopharmacology 24 (4 Suppl), 81–90. 
Horvath T, Azman H, Kennedy GE & Rutheford GW. 
2012. Mobile phone text messag-ing for promoting 
adherence to antiretroviral therapy in patients with 
HIV infection. Cochrane Database of Systematic 
Reviews 14 (3): CD009756. 
Huber M, Knottnerus JA, Green L, van der Horst H, Jadad 
AR, Kromhout D, Leonard B, Lorig K, Loureiro MI, 
van der Meer JW, Schnabel P, Smith R, van Weel C 
& Smid H. 2011. How should we define health? BMJ 
343:d4163. 
ILO. International Labour Organization. 2001. Mental 
Health in the workplace. Situation analysis, Finland. 
http://www.ilo.org/wcmsp5/groups/public/@ed_emp
/@ifp_skills/documents/publication/wcms_108222.p
df (Accessed 21.11.2015.) 
IMHSC. International mHealth Standards Consortium. 
2015. Regulatory guidance impacting on mHealth 
technology. http://www.imhsc.org/regulatory_5.html 
(Accessed 2.12.2015.) 
Insel TR. 2010. Rethinking schizophrenia. Nature 468 
(7321), 187–193. 
International Council of Nurses. 2002. Definition of 
nursing. http://www.icn.ch/who-we-are/icn-definition- 
of-nursing/ (Accessed 17.12.2015.) 
ITU. International Telecommunications Union. 2015. 




Jia G, Yang P, Zhou J, Zhang H, Lin C, Chen J, Cai G, 
Yan J & Ning G. 2015. A framework design for the 
mHealth system for self-management promotion. 
Biomedical Materials and Engineering 26 Suppl 
1:S1731–1740. 
de Jongh T, Gurol-Urganci I, Vodopivec-Jamsek V, Car J 
& Atun R. 2012. Mobile phone messaging for 
facilitating self-management of long-term illnesses 
(Review). Cochrane Database of Systematic Reviews 
12 (12): CD007459. 
Jørgensen R, Munk-Jørgensen P, Lysaker PH, Buck KD, 
Hansson L & Zoffmann V. 2014. Overcoming 
recruitment barriers revealed high readiness to 
participate and low dropout rate among people with 
schizophrenia in a randomized controlled trial testing 
the effect of a Guided Self-Determination 
intervention. BMC Psychiatry 14:28. 
Kane JM, Kishimoto T & Correll CU. 2013. Non-
adherence to medication in patients with psychotic 
disorders: Epidemiology, contributing factors and 
management strate-gies. World Psychiatry 12 (3), 
216–226. 
Kannisto KA, Adams CE, Koivunen M, Katajisto J & 
Välimäki M. 2015. Feedback on SMS reminders to 
encourage adherence among patients taking 
antipsychotic medication: a cross-sectional survey 
nested within a randomised trial. BMJ Open 5 
(11):e008574. 
Kannisto KA, Adams CE, Koivunen M, Vahlberg T & 
Välimäki M. Text message intervention for people 
with antipsychotic medication: lessons learned in 
patient recruitment and retention in a nationwide 
randomized controlled trial. Submitted. 
Kannisto KA, Koivunen MH & Välimäki MA. 2014. Use 
of mobile phone text message reminders in health care 
services: a narrative literature review. Journal of 
Medical Internet Research 16 (10):e222. 
Kauppi K, Hätönen H, Adams CE & Välimäki M. 2015a. 
Perceptions of treatment adherence among people 
with mental health problems and health care 
professionals. Journal of Advanced Nursing 71 (4), 
777–788. 
Kauppi K, Kannisto KA, Hätönen H, Anttila M, 
Löyttyniemi E, Adams CE & Välimäki M. 2015b. 
Mobile phone text message reminders: Measuring 
preferences of people with antipsychotic medication. 
Schizophrenia Research 168 (1–2), 514–522. 
Kauppi K, Välimäki M, Hätönen HM, Kuosmanen LM, 
Warwick-Smith K & Adams CE. 2014. Information 
and communication technology based prompting for 
treatment compliance for people with serious mental 
illness. Cochrane Database Systematic Reviews 17 
(6): CD009960. 
 References 77 
Keding A, Böhnke JR, Croudace TJ, Richmond SJ & 
MacPherson H. 2015. Validity of single item 
responses to short message service texts to monitor 
depression: an mHealth sub-study of the UK ACUDep 
trial. BMC Medical Research Methodology 15:56. 
Kessler RC, Birnbaum H, Demler O, Falloon IR, Gagnon 
E, Guyer M, Howes MJ, Kendler KS, Shi L, Walters 
E & Wu EQ. 2005. The prevalence and correlates of 
nonaffective psychosis in the National Comorbidity 
Survey Replication (NCS-R). Biological Psychiatry 
58 (8), 668–676. 
Khan K, Kunz R, Kleijnen J & Antes G. 2003. Five steps 
to conducting a systematic review. Journal of the 
Royal Society of Medicine 96 (3), 118–121. 
Khan K, Kunz R, Kleijnen J & Antes G. 2011. Systematic 
reviews to support evidence-base medicine. 2nd ed. 
Hodder Arnold, Hodder Education, Hachette. 
Killaspy H. 2006. Psychiatric out-patient services: origins 
and future. Advances in Psychiatric Treatment 12, 
309–319. 
Killaspy H, Banerjee S, King M & Lloyd M. 2000. 
Prospective controlled study of psychiatric out-patient 
non-attendance. Characteristics and outcome. British 
Journal of Psychiatry 176 (2), 160–165. 
Kim NE, Han SS, Yoo KH & Yun EK. 2012. The impact 
of user's perceived ability on online health 
information acceptance. Telemedicine Journal and e-
Health 18 (9), 703–708. 
Kim R, Hickman N, Gali K, Orozco N & Prochaska JJ. 
2014. Maximizing retention with high risk 
participants in a clinical trial. American Journal of 
Health Promotion 28 (4), 268–274. 
Klasnja P & Pratt W. 2012. Healthcare in the pocket: 
mapping the space of mobile-phone health 
interventions. Journal of Biomedical Informatics 45 
(1), 184–198. 
Klingberg S, Schneider S, Wittorf A, Buchkremer G & 
Wiedemann G. 2008. Collaboration in outpatient 
antipsychotic drug treatment: Analysis of potentially 
influencing factors. Psychiatry Research 161, 225–
234. 
Koivumäki T, Ristola A & Kesti M. 2008. The perceptions 
towards mobile services: An empirical analysis of the 
role of use facilitators. Personal & Ubiquitous 
Computing 12 (1), 67–75.  
Kunnat.net. 2015a. Health services. http://www.local-
finland.fi/en/authorities/social-and-health-services/ 
health-services/Pages/default.aspx (Accessed 20.11. 
2015.) 
Kunnat.net. 2015b. Local authorities. 
http://www.localfinland.fi/en/statistics/Pages/default.
aspx (Accessed 20.11.2015.) 
Kurniawan S. 2008. Older people and mobile phones: a 
multi-method investigation. International Journal of 
Human-Computer Studies 66 (12), 889–901. 
Land L & Ross JD. 2014. Barriers to questionnaire 
completion: Understanding the AIDS/HIV patient's 
perspective. Nurse Researcher 21 (3), 20–23. 
Lang TA & Secic M. 2006. How to report statistics in 
medicine. 2nd ed. American College of Physicians, 
Philadelphia. 
Laursen TM, Nordentoft M & Mortensen PB. 2014. 
Excess early mortality in schizophrenia. Annual 
Review of Clinical Psychology 10, 425–448. 
Lehtinen V & Taipale V. 2001. Integrating mental health 
services: the Finnish experience. International Journal 
of Integrated Care 1 (1), 1–7. 
Lehtinen V, Taipale V, Wahlbeck K & Pirkola S. 2006. 
Mental health work and psychiatric care. In: Koskinen 
S, Aromaa A, Huttunen J & Teperi J. (edits.) Health 
in Finland. Vammala, National Public Health 
Institute, National Research and Development Centre 
for Welfare and Health and Ministry of Social Affairs 
and Health, Vammala, 136–138. 
https://www.julkari.fi/bitstream/handle/10024/77611
/hif.pdf?sequence=3 (Accessed 23.11.2015.) 
Leucht S, Burkard T, Henderson J, Maj M & Sartorius N. 
2007. Physical illness and schizophrenia: a review of 
the literature. Acta Psychiatrica Scandinavica 116 (5), 
317–333. 
Leucht S, Heres S, Kissling W & Davis JM. 2011. 
Evidence-based pharmacotherapy of schizophrenia. 
International Journal of Neuropsychopharmacology 
14 (2), 269–284. 
Leucht S, Tardy M, Komossa K, Heres S, Kissling W & 
Davis JM. 2012. Maintenance treatment with 
antipsychotic drugs for schizophrenia. Cochrane 
Database of Systematic Reviews 16 (5): CD008016. 
Lillevoll KR, Vangberg HC, Griffiths KM, Waterloo K & 
Eisemann MR. 2014. Uptake and adherence of a self-
directed internet-based mental health intervention 
with tailored e-mail reminders in senior high schools 
in Norway. BMC Psychiatry 14:14. 
Maneesakorn S, Robson D, Gournay K & Gray R. 2007. 
An RCT of adherence therapy for people with 
schizophrenia in Chiang Mai, Thailand. Journal of 
Clinical Nursing 16 (7), 1302–1312. 
Manicavasagar V, Horswood D, Burckhardt R, Lum A, 
Hadzi-Pavlovic D & Parker G. 2014. Feasibility and 
effectiveness of a web-based positive psychology 
program for youth mental health: randomized 
controlled trial. Journal of Medical Internet Research 
16 (6):e140. 
Marshall M & Rathbone J. 2011. Early intervention for 
psychosis. Cochrane Database of Systematic Reviews 
15 (6): CD004718. 
McCauley-Elsom K, Gurvich C, Lee S, Elsom S, 
O'Connor M & Kulkarni J. 2009. Vulnerable 
populations and multicentred research. International 
Journal of Mental Health Nursing 18 (2), 108–115. 
78 References  
McGowan BS, Wasko M, Vartabedian BS, Miller RS, 
Freiherr DD & Abdolrasulnia M. 2012. 
Understanding the factors that influence the adoption 
and meaningful use of social media by physicians to 
share medical information. Journal of Medical 
Internet Research 14 (5):e117. 
McKibbin CL, Golshan S, Griver K, Kitchen K & Wykes 
TL. 2010. A healthy lifestyle intervention for middle-
aged and older schizophrenia patients with diabetes 
mellitus: a 6-month follow-up analysis. Schizophrenia 
Research 121 (1-3), 203–206. 
Mealer M & Jones Rn J. 2014. Methodological and ethical 
issues related to qualitative telephone interviews on 
sensitive topics. Nurse Researcher 21 (4), 32–37. 
Medical Research Act 488/1999. https://www.finlex.fi/ 
en/laki/kaannokset/1999/19990488 (Accessed 4.11. 
2015.) 
Mein G, Johal S, Grant RL, Seale C, Ashcroft R & Tinker 
A. 2012. Predictors of two forms of attrition in a 
longitudinal health study involving ageing 
participants: an analysis based on the Whitehall II 
study. BMC Medical Research Methodology 12:164. 
Melas CD, Zampetakis LA, Dimopoulou A & Moustakis 
V. 2011. Modeling the acceptance of clinical 
information systems among hospital medical staff: an 
extended TAM model. Journal of Biomedical 
Informatics 44 (4), 553–564. 




Miller BJ, Stewart A, Schrimsher J, Peeples D & Buckley 
PF. 2014. How connected are people with 
schizophrenia? Cell phone, computer, email, and 
social media use. Psychiatry Research 225 (3), 458–
463. 
Minato M & Zemke R. 2004. Time use of people with 
schizophrenia living in the community. Occupational 
Therapy International 11 (3), 177–191. 
Ministry of Social Affairs and Health. 2001. Quality 




Ministry of Social Affairs and Health. 2012. The National 
Development Plan for Social Welfare and Health Care 
(Kaste Programme) 2012–2015. [Sosiaali- ja 
terveydenhuollon kansallinen kehittämisohjelma 
(Kaste) 2012–2015.] Sosiaali ja terveysministeriön 
julkaisuja 2012:1, Helsinki. https://www.julkari.fi/ 
bitstream/handle/10024/112146/STM_2012_%20KA
STE_FI_uusi.pdf?sequence=3 (Accessed 23.11. 
2015.) 
Ministry of Social Affairs and Health.  2013. Health 2015 
- National public health plan, interim report. [Terveys 
2015 -kansanterveysohjelman väliarviointi.] 
http://www.julkari.fi/bitstream/handle/10024/126187
/FINAL_Terveys%202015-kansantervohjelma_ 
verkkoversio.pdf?sequence=1 (Accessed 26.11. 
2015.) 
Ministry of Social Affairs and Health. 2015. Mental health 
services. http://stm.fi/en/social-and-health-services 
(Accessed 18.11.2015.) 
Mitchell AJ & Selmes T. 2007. Why don’t patients attend 
their appointments? Main-taining engagement with 
psychiatric services. Advances in Psychiatric 
Treatment 13 (6), 423–434. 
Mitzner TL, Boron JB, Fausset CB, Adams AE, Charness 
N, Czaja SJ, Dijkstra K, Fisk AD, Rogers WA & 
Sharit J. 2010. Older Adults Talk Technology: 
Technology Usage and Attitudes. Computers in 
Human Behavoir 26 (6), 1710–1721. 
Mohr DC, Burns MN, Schueller SM, Clarke G & 
Klinkman M. 2013a. Behavioral intervention 
technologies: evidence review and recommendations 
for future research in mental health. General Hospital 
Psychiatry 35 (4), 332–338. 
Mohr DC, Cheung K, Schueller SM, Hendricks Brown C 
& Duan N. 2013b. Continuous evaluation of evolving 
behavioral intervention technologies. American 
Journal of Preventive Medicine 45 (4), 517–523. 
Mohr DC, Schueller SM, Montague E, Burns MN & 
Rashidi P. 2014. The Behavioral Intervention 
Technology Model: An Integrated Conceptual and 
Technological Framework for eHealth and mHealth 
Interventions. Journal of Medical Internet Research 
16 (6):e146. 
Mohr DC, Schueller SM, Riley WT, Brown CH, Cuijpers 
P, Duan N, Kwasny MJ, Stiles-Shields C & Cheung 
K. 2015. Trials of Intervention Principles: Evaluation 
Methods for Evolving Behavioral Intervention 
Technologies. Journal of Medical Internet Research 
17 (7):e166. 
Moore SE, Holaday B, Meehan N & Watt PJ. 2015. 
Exploring mHealth as a new route to bridging the 
nursing theory-practice gap. Research and Theory for 
Nursing Practice 29 (1), 38–52. 
Morrison A, Polisena J, Husereau D, Moulton K, Clark M, 
Fiander M, Mierzwinski-Urban M, Clifford T, Hutton 
B & Rabb D. 2012. The effect of English-language 
restriction on systematic review-based meta-analyses: 
a systematic review of empirical studies. International 
Journal of Technology Assessment in Health Care 28 
(2), 138–144. 
Moseley AM, Elkins MR, Herbert RD, Maher CG & 
Sherrington C. 2009. Cochrane reviews used more 
rigorous methods than non-Cochrane reviews: survey 
of systematic reviews in physiotherapy. Journal of 
Clinical Epidemiology 62 (10), 1021–1230. 
Mueser KT & McGurk SR. 2004. Schizophrenia. Lancet 
363 (9426), 2063–2072. 
National Advisory Board on Research Ethics. 2009. 
Ethical principles of research in the humanities and 
social and behavioural sciences and proposals for 
 References 79 
ethical review. http://www.tenk.fi/sites/tenk.fi/ 
files/ethicalprinciples.pdf (Accessed 3.11.2015.) 
National Institute for Health and Welfare. 2009. The 
national plan for mental health and substance abuse 
work. [Kansallisessa mielenterveys- ja 
päihdesuunnitelma.] 
https://www.thl.fi/documents/189940/264313/THL_
MIELI_haitariesite_eng.pdf (Accessed 20.11.2015.) 
National Institute for Health and Welfare. 2010. Statistical 
Yearbook on Social Welfare and Health Care 2010. 
https://www.julkari.fi/bitstream/handle/10024/80254
/98e9ab75-0e2c-4151-81e0-
4dd072dbfe3a.pdf?sequence=1 (Accessed 6.1.2016.) 
National Institute for Health and Welfare. 2012. 
Classification handbook of psychiatry. Finnish 
disease classification codes related to the diagnoses of 
psychiatry in ICD-10. [Psykiatrian luokituskäsikirja. 
Suomalaisen tautiluokitus ICD-10:n psykiatriaan 
liittyvät diagnoosit.] http://www.julkari.fi/bitstream/ 
handle/10024/90815/URN_ISBN_978-952-245-549-
9.pdf?sequence=1 (Accessed 18.3.2016.) 
National Institute for Health and Welfare. 2014a. 
Mental health services. [Mielenterveyspalvelut.] 
https://www.thl.fi/fi/web/mielenterveys/mielentervey
spalvelut (Accessed 20.11.2015.) 
National Institute for Health and Welfare. 2014b. Primary 
health care services 2013. Statistical report 2/2015. 
[Perusterveydenhuolto 2013.] http://www.julkari.fi/ 
bitstream/handle/10024/120380/PTH2013_raportti_f
i_sv_en.pdf?sequence=7 (Accessed 21.11.2015.) 
National Institute for Health and Welfare. 2014c. Care 




National Institute for Health and Welfare. 2015. 
Psychiatric specialist medical care 2013. Statistical 
report 2/2015. [Psykiatrinen erikoissairaanhoito 2013. 
Tilastoraportti 2/2015.] http://www.julkari.fi/ 
bitstream/handle/10024/125570/Tr02_15_fi_sv_en.p
df?sequence=8 (Accessed 20.3.2016.) 
Nglazi MD, Bekker LG, Wood R, Hussey GD & 
Wiysonge CS. 2013. Mobile phone text messaging for 
promoting adherence to anti-tuberculosis treatment: a 
systematic review. BMC Infectious Diseases 13:566. 
NICE. National Institute for Health and Care Excellence. 
2009. Medicines adherence: involving patients in 
decisions about prescribed medicines and supporting 
adherence. 
http://www.nice.org.uk/guidance/CG76/chapter/Intro
duction (Accessed 28.12.2015.) 
NICE. National Institute for Health and Care Excellence. 
2014. Psychosis and schizophrenia in adults: 
prevention and management. NICE guidelines 
[CG178]. http://www.nice.org.uk/guidance/cg178 
(Accessed 20.11.2015.) 
NIH. National Institutes of Health, U.S. 2004.  
HIPAA Authorization for Research. 
http://privacyruleandresearch.nih.gov/authorization.a
sp (Accessed 11.11.2015.) 
Nijhawan LP, Janodia MD, Muddukrishna BS, Bhat KM, 
Bairy KL, Udupa N & Musmade PB. 2013. Informed 
consent: Issues and challenges. Journal of Advanced 
Pharmaceutical Technology and Research 4 (3), 134–
140. 
NIMH. National Institute of Mental Health. 2011. 
Depression. http://www.nimh.nih.gov/health/ publications/ 
depression/index.shtml?rf=3247 (Accessed 3.12.2015.) 
The Nuremberg code. 1949. http://www.hhs.gov/ 
ohrp/archive/nurcode.html (Accessed 03.10.2015.) 
OEC. Online Ethics Center. 2015. Relational Ethics and 
Research with Vulnerable Populations. 
http://www.onlineethics.org/cms/9004.aspx 
(Accessed 11.11.2015.) 
OECD. The Organisation for Economic Co-operation and 
Development. 2011. Sick on the job. 
http://www.oecd.org/els/emp/49227343.pdf 
(Accessed 8.1.2016.) 
OECD. The Organisation for Economic Co-operation and 
Development. 2014a. Making Mental Health Count. 
The Social and Economic Costs of Neglecting Mental 
Health Care. http://www.oecd-ilibrary.org/social-
issues-migration-health/making-mental-health-
count_9789264208445-en (Accessed 11.11.2015.) 
OECD. The Organisation for Economic Co-operation and 
Development. 2014b. Finland’s falling mental health 




OECD. The Organisation for Economic Co-operation and 
Development.  2014c. Mental healthcare under-




OECD. The Organisation for Economic Co-operation and 
Development. 2015. Health Care Quality Indicators - 
Mental Health Care. http://www.oecd.org/els/health-
systems/hcqi-mental-health-care.htm (Accessed 
20.11.2015.) 
Offord S, Lin J, Mirski D & Wong B. 2013. Impact of early 
nonadherence to oral anti-psychotics on clinical and 
economic outcomes among patients with 
schizophrenia. Advances in Therapy 30 (3), 286–297. 
Oinas-Kukkonen H. 2013. A foundation for the study of 
behavior change support systems. Personal and 
Ubiquitos Computing 17 (6), 1223–1235. 
Optimisetrial. 2013. Optimization of Treatment and 
Management of Schizophrenia in Europe. 
http://www.optimisetrial.eu/ (Accessed 24.11.2015.) 
80 References  
Palmer BA, Pankratz VS & Bostwick JM. 2005. The 
lifetime risk of suicide in schizophrenia: a 
reexamination. Archives of General Psychiatry 62 (3), 
247–253. 
Palmier-Claus JE, Rogers A, Ainsworth J, Machin M, 
Barrowclough C, Laverty L, Barkus E, Kapur S, 
Wykes T & Lewis SW. 2013. Integrating mobile-
phone based as-sessment for psychosis into people's 
everyday lives and clinical care: a qualitative study. 
BMC Psychiatry 13:34. 
Parabiaghi A, Bonetto C, Ruggeri M, Lasalvia A & Leese 
M. 2006. Severe and persistent mental illness: a useful 
definition for prioritizing community-based mental 
health service interventions. Social Psychiatry and 
Psychiatric Epidemiology 41 (6), 457–463. 
Parahoo K. 2006. Nursing research: principles, process 
and issues. 2nd ed. Palgrave MacMillan, Basingstoke. 
Partanen ML, Moring J, Nordling E & Bergman V (edit.) 
2010. The National Plan for Mental Health and 
Substance Abuse Work 2009–2015. From Plan to 
Action in 2009. [Kansallinen mielenterveys- ja 
päihdesuunnitelma 2009–2015. Suunnitelmasta 




Patana P. 2014. Mental Health Analysis Profiles (MhAPs): 
Finland. http://www.oecd-ilibrary.org/social-issues-
migration-health/mental-health-analysis-profiles-
mhaps-finland_5jz1591p91vg-en (Accessed 21.11. 
2015.) 
Peat JK, Mellis C, Williams K & Xuan W. 2002. Health 




Pedersen BK & Saltin B. 2015. Exercise as medicine - 
evidence for prescribing exercise as therapy in 26 
different chronic diseases. Scandinavian Journal of 
Medicine and Science in Sports 25 (Suppl S3), 1–72.  
Personal Data Act 523/1999. https://www.finlex.fi/en/ 
laki/kaannokset/1999/19990523 (Accessed 4.11. 
2015.) 
Perälä J, Saarni SI, Ostamo A, Pirkola S, Haukka J, 
Härkänen T, Koskinen S, Lönnqvist J & Suvisaari J. 
2008. Geographic variation and sociodemographic 
characteristics of psychotic disorders in Finland. 
Schizophrenia Research 106 (2-3), 337–47. 
Perälä J, Suvisaari J, Saarni SI, Kuoppasalmi K, Isometsä 
E, Pirkola S, Partonen T, Tuulio-Henriksson A, 
Hintikka J, Kieseppä T, Härkänen T, Koskinen S & 
Lönnqvist J. 2007. Lifetime prevalence of psychotic 
and bipolar I disorders in a general population. 
Archives of General Psychiatry 64 (1), 19–28. 
Pew Research Center. 2014. Social Networking Fact 
Sheet. http://www.pewinternet.org/fact-sheets/social-
networking-fact-sheet/ (Accessed 7.12.2015.) 
Pingani L, Fiorillo A, Luciano M, Catellani S, Vinci V, 
Ferrari S & Rigatelli M. 2013. Who cares for it? How 
to provide psychosocial interventions in the 
community. International Journal of Social Psychiatry 
59 (7), 701–705. 
Pirkola S, Sund R, Sailas E & Wahlbeck K. 2009. 
Community mental-health services and suicide rate in 
Finland: a nationwide small-area analysis. Lancet 373 
(9658), 147–153. 
Pittman J & Bakas T. 2010. Measurement and Instrument 
Design. Journal of Wound, Ostomy and Continence 
Nursing 37 (6), 603–607. 
Pluye P, Robert E, Cargo M, Bartlett G, O’Cathain A, 
Griffiths F, Boardman F, Gagnon MP & Rousseau 
MC. 2011. Proposal: A mixed methods appraisal tool 




Polit DF & Beck CT. 2012. Nursing research. Generating 
and assessing evidence for nursing practice. 9th 
edition. Wolters Kluver, Lippincott Williams & 
Wilkins, Philadelphia. 
Price M, Gros DF, McCauley JL, Gros KS & Ruggiero KJ. 
2012. Nonuse and dropout attrition for a web-based 
mental health intervention delivered in a post-disaster 
context. Psychiatry 75 (3), 267–284. 
Priebe S, Watts J, Chase M & Matanov A. 2005. Processes 
of disengagement and engagement in assertive 
outreach patients: qualitative study. British Journal of 
Psychiatry 187 (5), 438–443. 
Prime Minister’s Office. 2015. Finland, a land of 
solutions. Strategic Programme of Prime Minister 





Pylkkänen K. 2012. Finnish psychiatry–Past and present. 
Nordic Journal of Psychiatry 66 (sup1), 14–24. 
Raitakari S, Haahtela R & Juhila K. 2015. Tackling 
community integration in mental health home visit 
integration in Finland. Health & Social Care in the 
Community. doi: 10.1111/hsc.12246. 
The Research Ethics Guidebook. 2015. Data storage and 
data security. http://www.ethicsguidebook.ac.uk/ 
Data-storage-and-data-security-308 (Accessed 12.11. 
2015.) 
Roberts LW, Geppert CM & Brody JL. 2001. A 
framework for considering the ethical aspects of 
psychiatric research protocols. Comprehensive 
Psychiatry 42 (5), 351–363. 
Rossi PH, Lipsey MW & Freeman WE. 2004. Evaluation: 
A Systematic Approach. 7th ed. Sage Publications, 
London. 
 References 81 
Ruggeri M, Leese M, Thornicroft G, Bisoffi G & Tansella 
M. 2000. Definition and prevalence of severe and 
persistent mental illness. British Journal of Psychiatry 
177 (2), 149–155. 
Saha S, Chant D & McGrath J. 2007. A systematic review 
of mortality in schizophrenia: is the differential 
mortality gap worsening over time? Archives of 
General Psychiatry 64 (10), 1123–1131. 
Sahrman K, Horttanainen E & Häkkinen H. 2008. The 
viewpoint of the association of finnish local and 





5D.pdf (Accessed 20.11.2015.) 
Sajatovic M, Valenstein M, Blow FC, Ganoczy D & 
Ignacio RV. 2006. Treatment adherence with 
antipsychotic medications in bipolar disorder. Bipolar 
Disorders 8 (3), 232–241. 
Santos CMC, Pimenta CAM & Nobre MRC. 2007. The 
Pico Strategy for the Research Question Construction 
and Evidence Search. Revista Latino-Americana de 
Enfermagem 15 (3), 508–511. 
SAS Institute Inc, 1999. SAS OnlineDoc®, Version 8. 
SAS Institute Inc., Cary, NC. 
Schardt C, Adams MB, Owens T, Keitz S & Fontelo P. 
2007. Utilization of the PICO framework searching 
PubMed for clinical questions. BioMed Central 
Medical Informatics and Decision Making 7 (16), 6–
21. 
Schennach R, Obermeier M, Meyer S, Jäger M, Schmauss 
M, Laux G, Pfeiffer H, Naber D, Schmidt LG, Gaebel 
W, Klosterkötter J, Heuser I, Maier W, Lemke MR, 
Rüther E, Klingberg S, Gastpar M, Seemüller F, 
Möller HJ & Riedel M. 2012. Predictors of relapse in 
the year after hospital discharge among patients with 
schizophrenia. Psychiatric Services 63 (1), 87–90. 
Schizophrenia (online). Current Care Guidelines. 2015. 
Working group appointed by the Finnish Medical 
Society Duodecim and the Finnish Psychiatric 
Association Helsinki: The Finnish Medical Society 
Duodecim. Available online at: www.kaypahoito.fi 
(Accessed 27.11.2015.) 
Schnall R, Smith AB, Sikka M, Gordon P, Camhi E, 
Kanter T & Bakken S. 2012. Employing the FITT 
framework to explore HIV case managers' perceptions 
of two electronic clinical data (ECD) summary 
systems. International Journal of Medical Informatics 
81 (10), 56–62. 
Schrems BM. 2014. Informed consent, vulnerability and 
the risks of group-specific at-tribution. Nursing Ethics 
21 (7), 829–843. 






Shamseer L, Moher D, Clarke M, Ghersi D, Liberati A, 
Petticrew M, Shekelle P, Stewart LA; PRISMA-P 
Group. 2015. Preferred reporting items for systematic 
review and meta-analysis protocols (PRISMA-P) 
2015: elaboration and explanation. BMJ 349:g7647. 
Sharma T & Antonova L. 2003. Cognitive function in 
schizophrenia. Deficits, functional consequences, and 
future treatment. Psychiatric Clinics of North America 
26 (1), 25–40. 
Shek E, Stein AT, Shansis FM, Marshall M, Crowther R 
& Tyrer P. 2009. Day hospital versus outpatient care 
for people with schizophrenia. Cochrane Database of 
Systematic Reviews 7 (4): CD003240. 
Shuler KM. 2013. Approaches to improve adherence to 
pharmacotherapy in patients with schizophrenia. 
Patient Preference and Adherence 14 (8), 701–714. 
Sims H, Sanghara H, Hayes D, Wandiembe S, Finch M, 
Jakobsen H, Tsakanikos E, Okocha CI & Kravariti E. 
2012. Text message reminders of appointments: a 
pilot intervention at four community mental health 
clinics in London. Psychiatric Services 63 (2), 161–
168. 
Smith A. 2011. Americans and text messaging: 31% of 
text message users prefer texting to voice calls, and 
young adults stand out in their use of textmessaging. 
Pew Internet & American Life Project 2011. 
http://www.pewinternet.org/search/2011+09+19+am
ericans+and+text+messaging/ (Accessed 7.12.2015). 
Social Insurance Institution of Finland. 2014. Finnish 




Sotkanet.fi. 2015. Mental health. https://www.sotkanet.fi/ 
sotkanet/en/haku?g=199 (Accessed 21.11.2015.) 
Souto RQ, Khanassov V, Hong QN, Bush PL, Vedel I & 
Pluye P. 2015. Systematic mixed studies reviews: 
updating results on the reliability and efficiency of the 
Mixed Methods Appraisal Tool. International Journal 
of Nursing Studies 52 (1), 500–501. 
SPSS IBM Corp. Released 2012. IBM SPSS Statistics for 
Windows, Version 21.0. Armonk, NY: IBM Corp. 
Subirana M, Solá I, Garcia JM, Gich I & Urrútia G. 2005. 
A nursing qualitative systematic review required 
MEDLINE and CINAHL for study identification. 
Journal of Clinical Epidemiology 58 (1), 20–25. 
Sund R. 2012. Quality of the Finnish Hospital Discharge 
Register: a systematic review. Scandinavian Journal 
of Public Health 40 (6), 505–515. 
Surendran P. 2012. Technology Acceptance Model: A 
survey of literature. International Journal of Business 
and Social Research 2 (4), 175–178. 
Świtaj P, Anczewska M, Chrostek A, Sabariego C, Cieza 
A, Bickenbach J & Chatterji S. 2012. Disability and 
82 References  
schizophrenia: a systematic review of experienced 
psychosocial difficulties. BMC Psychiatry 12:193. 
Tandon R, Targum SD, Nasrallah HA, Ross R; Treatment 
Effectiveness in Schizophrenia Consortium. 2006. 
Strategies for maximizing clinical effectiveness in the 
treatment of schizophrenia. Journal of Psychiatric 
Practice 12 (6), 348–363. 
Thielke S, Harniss M, Thompson H, Patel S, Demiris G & 
Johnson K. 2012. Maslow's hierarchy of human needs 
and the adoption of health-related technologies for 
older adults. Ageing International 37 (4), 470–488. 
Thompson J, Berk M, Dean O, Kohlmann K, Jeavons S, 
Bush A & Copolov D. 2011. Who's left? Symptoms 
of schizophrenia that predict clinical trial dropout. 
Human Psychopharmacology 26 (8), 609–613. 
Thompson M, Tiwari A, Fu R, Moe E & Buckley DI. 2012. 
A Framework To Facilitate the Use of Systematic 
Reviews and Meta-Analyses in the Design of Primary 
Research Studies. Research White Paper. 
http://www.ncbi.nlm.nih.gov.ezproxy.utu.fi:2048/pu
bmedhealth/PMH0076923/pdf/PubMedHealth_PMH
0076923.pdf (Accessed 13.12.2015.) 
Thornicroft G & Tansella M. 2003. What are the 
arguments for community-based mental health care? 
http://www.euro.who.int/__data/assets/pdf_file/0019/
74710/E82976.pdf (Accessed 27.11.2015.) 
Thornicroft G & Tansella M. 2004. Components of a 
modern mental health service: a pragmatic balance of 
community and hospital care: overview of systematic 
evidence. The British Journal of Psychiatry 185 (4), 
283–290. 





Tiihonen J, Wahlbeck K, Lönnqvist J, Klaukka T, 
Ioannidis JP, Volavka J & Haukka J. 2006. 
Effectiveness of antipsychotic treatments in a 
nationwide cohort of patients in community care after 
first hospitalisation due to schizophrenia and 
schizoaffective disorder: observational follow-up 
study. BMJ 333 (7561):224.  
Tran BX & Houston S. 2012. Mobile phone-based 
antiretroviral adherence support in Vietnam: 
feasibility, patient's preference, and willingness-to-
pay. AIDS Behavior 16 (7), 1988–1992. 
Treweek S, Pitkethly M, Cook J, Kjeldstrøm M, Taskila T, 
Johansen M, Sullivan F, Wilson S, Jackson C, Jones 
R & Mitchell E. 2010. Strategies to improve 
recruitment to randomised controlled trials. Cochrane 
Database of Systematic Reviews 14 (4): MR000013. 
Trivedi JK. 2006. Cognitive deficits in psychiatric 
disorders: Current status. Indian Journal of Psychiatry 
48 (1), 10–20. 
Trochim WMK. 2006. Research Methods. Konwledge 
Base. http://www.socialresearchmethods.net/kb/ 
index.php (Accessed 3.11.2015.) 
Tsiknakis M & Kouroubali A. 2009. Organizational 
factors affecting successful adoption of innovative 
eHealth services: a case study employing the FITT 
framework. International Journal of Medical 
Informatics 78 (1), 39–52. 
TUKIJA. National Committee on Medical Research 
Ethics. 2015. Operating procedures of the national 
committee on medical research ethics (TUKIJA). 
http://tukija.fi/documents/1481661/1546647/toiminta
ohje_eng_2015.pdf/4ad807d9-9763-46bf-8156-
1e6260fcd2e7 (Accessed 3.11.2015.) 
Tungpunkom P, Maayan N & Soares-Weiser K. 2012. Life 
skills programmes for chronic mental illnesses. 
Cochrane Database of Systematic Reviews (18) 1: 
CD000381. 
Turku CRC. Turku Clinical Research Centre. 2012. 
Investigator's Trial File. http://www.turkucrc.fi/?s= 
144 (Accessed 4.11.2015.) 
United Nations. 1948. The Universal Declaration of 
Human Rights. http://www.un.org/en/universal-
declaration-human-rights/ (Accessed 20.11.2015.) 
Vassileva I, Milanova V & Asan T. 2014. Predictors of 
medication non-adherence in Bulgarian outpatients 
with schizophrenia. Community Mental Health 
Journal 50 (7), 854–861. 
Velligan DI, Weiden PJ, Sajatovic M, Scott J, Carpenter 
D, Ross R, Docherty JP; Expert Consensus Panel on 
Adherence Problems in Serious and Persistent Mental 
Illness. 2009. The expert consensus guideline series: 
adherence problems in patients with serious and 
persistent mental illness. Journal of Clinical 
Psychiatry 70 (4), 1–46. 
Venkatesh W, Morris MG, Davis GB, & Davis FD. 2003. 
User Acceptance of Information Technology: Toward 
a Unified View. MIS Quarterly 27 (3), 425–478. 
Vergnes JN, Marchal-Sixou C, Nabet C, Maret D & Hamel 
O. 2010. Ethics in systematic reviews. Journal of 
Medical Ethics 36 (12), 771–774. 
Verhoeven JC, Heerwegh D & De Wit K. 2010. 
Information and communication technologies in the 
life of university freshmen: An analysis of change. 
Computers & Education 55 (1), 53–66. 
Vervloet M, van Dijk L, Santen-Reestman J, van Vlijmen 
B, van Wingerden P, Bouvy ML & de Bakker DH. 
2012. SMS reminders improve adherence to oral 
medication in type 2 diabetes patients who are real 
time electronically monitored. International Journal of 
Medical Informatics 81 (9), 594–604. 
Villeneuve K, Potvin S, Lesage A & Nicole L. 2010. Meta-
analysis of rates of drop-out from psychosocial 
treatment among persons with schizophrenia 
spectrum disorder. Schizophrenia Research 121 (1-3), 
266–270. 
 References 83 
Vuorenkoski L. 2008. Finland. Health system review. 
Health Systems in Transition 10 (4), 1–195. 
http://www.euro.who.int/__data/assets/pdf_file/0007/
80692/E91937.pdf (Accessed 21.11.2015.) 
Välimäki M, Hätönen H & Adams C. 2012. Mobile.net: 
Mobile Telephone Text Mes-sages to Encourage 
Adherence to Medication and to Follow up With 
People With Psy-chosis: Methods and Protocol for a 
Multicenter Randomized Controlled Two-Armed 
Trial. JMIR Research Protocols 1 (2): e8. 
Wager E & Wiffen PJ. 2011. Ethical issues in preparing 
and publishing systematic reviews. Journal of 
Evidence-Based Medicine 4 (2), 130–134. 
Wahlbeck K, Westman J, Nordentoft M, Gissler M & 
Laursen TM. 2011. Outcomes of Nordic mental health 
systems: life expectancy of patients with mental 
disorders. British Journal of Psychiatry 199 (6), 453–
458. 
Wahlbek K, Nordmyr J, Reini K, Forsman A, Aromaa E, 
Nyqvist F & Herberts K. 2015. Western Finland 
Mental Health Survey 2005-2014. [Länsi-Suomen 
mielenterveyskysely 2005-2014.] https://www.thl.fi/ 
documents/10531/728886/THL_Wahlbeck_+Mielent
erveyskysely_2015.pdf/0af29066-6e7d-4784-bd22-
4dcf6e0c74d8 (Accessed 20.3.2016.) 
Waltz C, Strickland O & Lenz E. 2010. Measurement in 
nursing research. 4th ed. Springer Publishing 
Company, LLC, New York. 
WHO. World Health Organization. 1993. The ICD-10 
Classification of Mental and Behavioural Disorders. 
http://www.who.int/classifications/icd/en/GRNBOO
K.pdf (Accessed 21.11.2015.) 
WHO. World Health Organization.  2002. Handbook for 
good clinical research practice (GCP). Guidance for 
implementation. 
http://apps.who.int/prequal/info_general/documents/
GCP/gcp1.pdf (Accessed 3.11.2015.) 
WHO. World Health Organization.  2003. Adherence To 
Long-Term Therapies: Evidence For Action. 
http://www.who.int/chp/knowledge/publications/adh
erence_report/en/ (Accessed 24.11.2015.) 
WHO. World Health Organization.  2005. Mental Health 
Action Plan for Europe. Facing the Challenges, 
Building Solutions. http://www.euro.who.int/ 
__data/assets/pdf_file/0013/100822/edoc07.pdf 
(Accessed 20.11.2015.) 
WHO. World Health Organization.  2011a. mHealth: New 
horizons for health through mobile technologies: 
second global survey on eHealth. http://www.who.int/ 
goe/publications/goe_mhealth_web.pdf (Accessed 
13.3.2016.) 
WHO. World Health Organization.  2011b. Mental Health 
Atlas 2011. Finland. http://www.who.int/ 
mental_health/evidence/atlas/profiles/fin_mh_profile
.pdf (Accessed 21.11.2015.) 
 
WHO. World Health Organization. 2012. Antipsychotic 
medications for psychotic disorders. http://www.who.int/ 
mental_health/mhgap/evidence/psychosis/q1/en/ 
(Accesssed 1.12.2015.) 
WHO. World Health Organization.  2013. Mental Health 
Action Plan 2013–2020. http://www.who.int/ 
mental_health/publications/action_plan/en/ 
(Accessed 20.11.2015.) 
WHO. World Health Organization. 2015a. Mental 
disorders. http://www.who.int/mediacentre/factsheets/ 
fs396/en/ (Accessed 26.11.2015.) 
WHO. World Health Organization.  2015b. The European 
Mental Health Action Plan 2013–2020. 
http://www.euro.who.int/__data/assets/pdf_file/0020/
280604/WHO-Europe-Mental-Health-Acion-Plan-
2013-2020.pdf (Accessed 26.11.2015.) 
WHO. World Health Organization.  2015c. Schizophrenia. 
http://www.who.int/mental_health/management/schi
zophrenia/en/ (Accessed 21.12.20115.) 
WMA Declaration of Helsinki. 2013. World Medical 
Association. WMA Declaration of Helsinki - Ethical 
Principles for Medical Research Involving Human 
Subjects. http://www.wma.net/en/30publications/ 
10policies/b3/ (Accessed 3.11.2015.) 
Wong SS, Wilczynski NL & Haynes RB. 2006. 
Developing optimal search strategies for detecting 
clinically sound treatment studies in EMBASE. 
Journal of the Medical Library Association 94 (1), 41–
47. 
Woodall A, Howard L & Morgan C. 2011. Barriers to 
participation in mental health research: findings from 
the Genetics and Psychosis (GAP) Study. 
International Review of Psychiatry 23 (1), 31–40. 
Woodall A, Morgan C & Howard L. 2010. Barriers to 
participation in mental health research: are there 
specific gender, ethnicity and age related barriers? 
BMC Psychiatry 10:103. 
Wu JH, Wang SC & Lin LM. 2007. Mobile computing 
acceptance factors in the healthcare industry: a 
structural equation model. International Journal of 
Medical Informatics 76 (1), 66–77. 
Wykes T & Spaulding WD. 2011. Thinking about the 
future cognitive remediation therapy-what works and 
could we do better? Schizophrenia Bulletin 37 Suppl 
2:S80–90. 
Yarbrough AK & Smith TB. 2007. Technology acceptance 
among physicians: a new take on TAM. Medical Care 
Research and Review 64 (6), 650–672. 
Zurovac D, Sudoi RK, Akhwale WS, Ndiritu M, Hamer 
DH, Rowe AK & Snow RW. 2011. The effect of 
mobile phone text-message reminders on Kenyan 
health workers' adherence to malaria treatment 
guidelines: a cluster randomised trial. Lancet 378 
(9793), 795–803. 
